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ABSTRACT
Singh, Kulraj. PhD. The University of Memphis. May, 2015. ‘Direct’ secure eShare
service for Health Information Exchange in Tennessee: A sensemaking perspective.
Major Professor: Peter Wright, Ph.D.
Change in organizational settings is ubiquitous and necessary for success, yet it
has not been understood very well by both theoreticians and practitioners. I draw on
sensemaking and organizational field literature to explain how planned change is
perceived in the healthcare environment in Tennessee. The three chapters in this
dissertation, while distinctly dealing with both theoretical and empirical aspects, are
connected to each other with an underlying theme – change initiatives in healthcare in the
United States. The first chapter proposes a nomological relationship among the three
primary constructs of interest (sensemaking, learning, and change) and the role of
problem recognition in the process of learning that leads to change. The second chapter,
through a narrative analytical approach, throws light on the users’ sensemaking of the
interoperability technology that enables providers and/or hospitals to exchange patient
health information. The third chapter discusses field level discourses in healthcare in the
research context. Overall, these chapters integrate and build on the seemingly disparate
bodies of management literature and help to understand how such an integrated
perspective can be used to better understand the contemporary dynamics in the healthcare
information sharing sector.
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Chapter 1: Introduction
The Federal Government, through the enactment of the Health Information
Technology for Economic and Clinical Health (HITECH) Act and an amendment of the
Public Health Service Act (PHSA), created the Office of National Coordinator for Health
Information Technology (ONCHIT) and Regional Extension Centers (RECs). “Located
within the Office of the Secretary for the U.S. Department of Health and Human
Services”, ONCHIT is “a resource to the entire health system to support the adoption of
health information technology and the promotion of nationwide health information
exchange to improve healthcare” in the United States (“About ONC”, 2015). The
HITECH Act provides guidelines according to which ONC established RECs to “assist
primary care providers in the adoption and meaningful use of electronic health records”
(“Regional Extension Centers”, 2015). Despite this action and the provision of extrinsic
incentives designed to foster the meaningful use of Electronic Health Record (EHR)
technology, the usage of the tools that increase such meaningful use has had a slow start
in the United States and “the healthcare industry spends only 2% on health information
technology” (Gupta & Murtaza, 2009, p. 22). Lack of standards and perceived fears of
private information getting into the wrong hands might be possible reasons for the delay
and slow adoption of EHRs (Huslin, 2009). It is rather baffling that while 74% of U.S.
physician EHR users in 2011 said they believed using EHR enhanced overall patient care,
and 85% reported being very satisfied (38%) or somewhat satisfied (47%) with their
systems (Jamoom et al., 2012), healthcare providers have been slow to incorporate them
in their workflow (Porter, 2013). A backlash might be growing with the EHR initiatives
among healthcare providers (Charette, 2013).

1

Meaningful use of EHR systems for achieving superior healthcare by increasing
the usage of technologies that enhance inter-facility communication by providers across
the United States is essentially a case of change that needs to take place at healthcareproviding organizations and facilities. One such technology that can facilitate secure
communication across healthcare practices is the Direct technology “developed by a
public-private collaboration called the Direct Project, sponsored by the ONCHIT”
(“directtrust”, 2014). Using Direct technology helps in improving the quality of patient
care through the secure exchange of information between providers by meaningful use of
their EHR systems and also between providers and patients. Meaningful use comprises
of systematic requirements laid down by the Center of Medicaid and Medicare Services
which if pursued by the providers will bring about a higher and a meaningful use of the
electronic health record systems. These requirements have been put forth in the form of
two stages – see Appendix A and B for requirements of meaningful use stages. In this
dissertation, I will look at how Direct technology is perceived and sensed by healthcare
providers through a sensemaking and learning perspective. However, before I get into
developing the theoretical aspects of the sensemaking of associated change, it is very
important to understand the history and context of healthcare changes in the United States
over the past decades.
Numerous changes have taken place in the U.S. healthcare system since the
second half of the last century to now (1950-2015). In the last five years, however, there
has been a determined push towards making healthcare providers and hospitals record
and document patient information electronically into what are called electronic health
records. While the shift from paper-based records to EHRs is expected to be across-the-
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board, the transition remains uneven (DesRoches et al., 2013). To encourage this
transition, the U.S. government called for a mandatory shift to EHRs by 2014 for all
healthcare organizations (RAND Health, 2005). However, this is not the first time that a
change in the healthcare sector in the country has been mandated by the government. In
the past, several healthcare reforms have been proposed and many of them have been
enacted as federal laws. Out of the many healthcare reforms, a few (e.g., Health
Insurance Portability and Accountability Act) have brought in landmark changes in the
way healthcare systems operate in the United States.
Traditionally, it was left to healthcare providers to decide the format in which
they wanted to maintain patient health record data. Consequently, providers depended on
their organization’s preferred style, and stored patient health information in hard copy
format or in many cases scanned and saved the reports electronically. Some hospital
systems or providers have used dedicated information management systems to organize
patients’ health records for efficient operations. These varied attempts at storing and
managing patients’ medical records led to incoherent management of healthcare
information across the country, which allowed intra-organization sharing but did not
facilitate inter-organizational sharing of patient health records. However, as can be seen
from the timeline of healthcare reforms shown in Figure 1, the industry has focused
significantly on the management of healthcare information in the last ten years. The
majority of the announcements and proposals made in the last five years by the
government and its agencies have been about patient healthcare record keeping and
electronically managing the information collected. The rationale behind such proposals
for increasing the use of information and communication technologies in healthcare was
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to “reduce medical errors” (Gupta & Murtaza, 2009, p. 21) improve collaboration among
providers, reduce the cost of healthcare, and at the same time improve the delivery and
quality of healthcare in many ways (Berkowitz & McCarthy, 2013; Institute of
Alternative Futures, 2006; Iroju, Soriyan, Gambo, & Olaleke, 2013).
Towards Electronic Health Records
According to a report based on the estimates yielded by two major studies, “at
least 44,000 people, and perhaps as many as 98,000 people, die in hospitals each year as a
result of medical errors that could have been prevented” (Institute of Medicine, 1999, p.
1). Reflecting on these problems, in a speech delivered at George Mason University on
January 8th, 2009, President Obama indicated the government’s plan to
make the immediate investments necessary to ensure that within five years, all of
America's medical records are computerized … [which will] improve the quality
of our health care while lowering its cost … [and] will cut waste, eliminate red
tape, and reduce the need to repeat expensive medical tests. But it just won't save
billions of dollars and thousands of jobs – it will save lives by reducing the deadly
but preventable medical errors that pervade our health care system. (“Text of
Obama Speech”, 2009)
However, President Obama’s announcement was not the first by the government in
response to the aforementioned problems. Previously, President George W. Bush had
signed “an Executive Order 13335 on April 27, 2004 to form the Office of the National
Coordinator (ONC) for Health Information Technology with the objective of providing
electronic health records to most Americans by 2014” (The National Alliance for Health
Information Technology, 2008, p. 7).
Progress was being made for establishing the necessary infrastructure; and post2004, various building blocks emerged, such as personal health records (PHRs) and
health information exchanges (HIE). These became part of the conversation among the
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Figure 1 Past 70 Years’ Timeline of the Healthcare Reforms in United States
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multiple groups working towards the achievement of the vision of EHRs by 2014.
However, results of a survey conducted jointly by George Washington University, the
Harvard School of Public Health, Massachusetts General Hospital’s Institute for Health
Policy, and RTI International were presented to the American Health Information
Community in January 2008 in which the adoption of health IT was reported to be poor.
The report also observed that there were not many PHR systems and that many
Americans were unaware of PHRs and how they could be of value to them (The National
Alliance for Health Information Technology, 2008). Therefore, to facilitate the
achievement of the envisioned goal, the ONC recognized the need to resolve existing
inconsistencies, in particular those pertaining to the understanding of multiple terms that
were being used by the involved parties. To this end, the ONC contracted with The
National Alliance for Health Information Technology (hereafter referred to as Alliance)
to reach a consensus and develop definitions for five health IT terms, namely EMR,
EHR, PHR, HIE, and RHIO. The ONC expected that by eliminating confusion
surrounding the definition of these terms, a language would evolve in which health IT
concepts could be expressed by the usage of standard terms. This, in turn, would result in
more effective contracting between health IT vendors and their customers. While the
definitional clarity does not guarantee the government’s vision of EHRs for all, it would
help in the realization of the aforementioned goal.
Key Definitions
As mentioned earlier, the traditional modes of patients’ health record keeping was
decided wholly by the providers. The rationale for bringing in electronic health record
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keeping was to move the nation from provider-focused to patient-focused record keeping.
The spirit behind this move was to
improve the coordination of care within the health care delivery system by
increased sharing of health information among all authorized clinicians, elevating
the standard of care for everyone; [to] provide individuals with electronic access
to their own health and wellness information, engaging them in opportunities for
improving their health and well-being; [and to] improve the health of the
community, [by] using aggregated health data for research, public health,
emergency preparedness, and quality improvement efforts. (The National
Alliance for Health Information Technology, 2008, p. 7)
Bringing about this change in record keeping was to be accomplished by creating a
nationwide health information network, which would in turn depend on various building
blocks of the new health record keeping system. Before presenting the envisioned
macro-level health IT system, it is important to have sufficient clarity about its
constituent elements; therefore, I now present the definitions of the key health IT terms
from the April 2008 report prepared by Alliance (The National Alliance for Health
Information Technology, 2008):
Electronic medical record (EMR): An electronic record of health-related
information on an individual that can be created, gathered, managed, and
consulted by authorized clinicians and staff within one health care organization.
Electronic health record (EHR): An electronic record of health-related
information on an individual that conforms to nationally recognized
interoperability standards and that can be created, managed, and consulted by
authorized clinicians and staff across more than one health care organization.
Personal health record (PHR): An electronic record of health-related
information on an individual that conforms to nationally recognized
interoperability standards and that can be drawn from multiple sources while
being managed, shared, and controlled by the individual.
Health information exchange (HIE): The electronic movement of health-related
information among organizations according to nationally recognized standards.
Health information organization (HIO): An organization that oversees and
governs the exchange of health-related information among organizations
according to nationally recognized standards.
Regional health information organization (RHIO): A health information
organization that brings together health care stakeholders within a defined
geographic area and governs health information exchange among them for the
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purpose of improving health and care in that community. (Emphasis/bold added;
p. 6)

From the above definitions, it is clear that EMRs represent the provider-focused health
records and the main difference between EHR and EMR is that of interoperability. This
feature enables EHRs to be shared across providers and therefore can support faster and
less costly treatment for the patients. For example, if a patient’s history of gallstone
symptoms and diagnosis is recorded through standard EHRs, and if the patient in the
future faces abdominal pain while visiting another city, then if needed, any other provider
would be able to access this vital information for the treatment provided to the patient.
Such EHRs will enable doctors to understand the patient’s health metrics and history and
will likely lead to quicker and higher quality treatment. In the example given above, if
the doctors were considering a diagnosis of gallstones, the EHR might provide them the
details, and the planned diagnosis of gallstones may no longer be needed resulting in
direct lowering of healthcare costs. However, in a situation like this, it is important that
the information from an EHR be communicated from one organization to the other
without any violation of privacy. Use of an HIO ensures that such an exchange of
information (HIE) takes place as per nationally recognized standards. Also, the health
record will be more comprehensive if individuals can add more details about their health
into the record system. This involvement of individuals for their better health is
accomplished through the PHRs. Information management gets more patient-focused as
patients can enter into the PHR systems selective health details that they are comfortable
sharing with healthcare providers. The architecture envisioned for a nation-wide health
information exchange is shown in Figure 2, where the health record data could flow
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across various providers, patients, medical researchers, and other stakeholders under the
governance of National Health Information Networks (NHINs) and HIOs/RHIOs by
using nationally recognized standards. It is worth noting that the architecture depicted in
Figure 2 does not include EMRs because the fundamental premise of the architecture is
interoperability, which EMRs do not have. Thus, EMRs are likely to become extinct as
the health IT initiatives gain momentum. However, it is important that formal structures
and processes are put up in place for the realization of the vision shown in figure 2. An
attempt in this direction can be accomplished through the enactment of the HITECH Act
that I discuss next.
HITECH Act
On January 6th, 2009, the U.S. Congress passed the American Recovery and
Reinvestment Act (ARRA) of 2009 with the goal of “making supplemental
appropriations for job preservation and creation, infrastructure investment, energy
efficiency and science, assistance to the unemployed, and state and local fiscal
stabilization” (American Recovery and Reinvestment Act of 2009, p. H.R. 1 – 1). Title
XIII of this Act – named the Health Information Technology for Economic and Clinical
Health (HITECH) Act – provides the details about the proposed structures and processes
that will be helpful in the realization of EHR goals. The ARRA provided an additional
$2 trillion in funding for the Office of National Coordinator for Health Information
Technology (ONCHIT) to carry out the implementation of Title XIII (or HITECH Act) of
ARRA. This amount was to remain available until expended. The HITECH Act of the
ARRA has four subtitles: Subtitle A through D. The contents of Title XIII (HITECH
Act) of ARRA are summarized in Appendix C.
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Figure 2 Health IT Architecture Showing the Nationwide Health Information Network and Other Elements
Source – The National Alliance for Health Information Technology report to the ONC HIT, 2008 (p. 27)
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Subtitle A provides detailed information on the promotion of Health Information
Technology (HIT), improving healthcare quality, safety, and efficiency and the
application and use of adopted HIT standards. The enactment of the HITECH Act under
ARRA involved an amendment to the Public Health Service Act (PHSA), a part of which
is included in Subtitle A of the HITECH Act. The amendment in PHSA entailed the
addition of another title –Title XXX, at the end of the then existing PHSA. The newly
added Title XXX of PHSA, in turn, has two subtitles, namely Subtitle A and Subtitle B.
The definition section (Sec. 3000) of Title XXX of PHSA and Subtitle A of Title XXX of
PHSA form a part of Subtitle A of the HITECH Act of the ARRA. The establishment of
ONCHIT within the Department of Health and Human Services, and its purpose is stated
in Subtitle A of Title XXX (the newly added title post amendment due to the enactment
of HITECH Act) of the PHSA. In sum, the entire Subtitle A of Title XXX of PHSA is
incorporated into Subtitle A of the HITECH Act of ARRA. Also, according to this
document the ONCHIT is to be headed by a National Coordinator. In addition to other
duties specified in the Subtitle, the National Coordinator also is to be a leading member
in the establishment and operation of the HIT policy committee and the HIT Standards
committee. The National Coordinator is also to serve as a liaison between the two
committees and the Federal Government. According to the American Recovery and
Reinvestment Act of 2009, while the principal role of the HIT policy committee is “to
make policy recommendation to the National Coordinator relating to the implementation
of the [Federal Health IT] strategic plan” (p. H.R.1 – 120), the main responsibility of the
HIT standards committee is “to recommend to the National Coordinator standards,
implementation specifications, and certification criteria for the electronic exchange and
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use of health information for purposes of adoption … consistent with the implementation
of the strategic plan” (p. H.R.1-124). The recommendations made by the two committees
must take into account the requirements of the Health Insurance Portability and
Accountability Act (HIPAA) privacy and security law. The details of the privacy and
security provisions that must be followed can be found in Subtitle D of the HITECH Act.
The new electronic health record keeping technology needed to be tested before it
was made available to providers for adoption and implementation. Subtitle B of the
HITECH Act lays down the specifications for pilot testing of standards and
implementation to be carried out by the Director of the National Institute for Standards
and Technology. Research and development programs can also be established by the
Director of the National Institute for Standards and Technology in consultation with the
National Science Foundation, and other appropriate Federal agencies to assist institutions
of higher education to establish multidisciplinary Centers for Health Care Information
Enterprise Integration. Such centers have multiple purposes, like generating innovative
approaches to healthcare information enterprise integration, developing new health
information technologies etc. To encourage the adoption of the new record keeping
technology and processes, the HITECH Act proposed incentives for eligible healthcareproviders and included such provisions in the PHSA by amending it. As mentioned
earlier, the newly added Title XXX of PHSA had two subtitles. While Subtitle A of
PHSA describes promotion of HIT, Subtitle B describes incentives for the use of health
information technology. Subtitle B of the PHSA is included in Subtitle C (grants and
loans funding) of the HITECH Act (see shaded portions of Appendix C).
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Funding and Incentives for Meaningful Use
As noted earlier, Subtitle B of Title XXX (or Subtitle C of HITECH Act) provides
for immediate funding to strengthen the health information technology infrastructure.
Broadly, funds can be used by the Secretary of Health and Human Services (HHS) in
consultation with the ONCHIT, the Health Resources and Services Administration, the
Agency for Healthcare Research and Quality, the Centers of Medicare & Medicaid
Services, the Centers for Disease Control and Prevention, and the Indian Health Service
to (1) facilitate the development and adoption of appropriate certified EHRs, (2) build
HIT architecture that will support the nationwide electronic exchange and use of health
information in a secure, private, and accurate manner, including connecting HIEs, (3)
train and disseminate information on best practices that will help in the integration of HIT
and EHRs with the providers’ care delivery system, and (4) promote interoperability of
clinical data repositories (American Recovery and Reinvestment Act of 2009). Thus, the
HITECH Act provides a number of opportunities to providers to receive funding by
embracing HIT using certified EHRs and other technology and connectivity. However,
the usage of HIT must lead to meaningful outcomes, and therefore in September 2009,
the HIT Policy Committee and HIT Standards Committee proposed certain objectives
and measures that were set to be achieved by 2014 by healthcare providers in two stages
popularly called as Stage 1 and Stage 2 of Meaningful Use (MU). The set of criteria for
MU Stage 1 and MU Stage 2 are mentioned in Appendix A and Appendix B,
respectively.
The HITECH Act describes additional programs and structures to assist
healthcare providers in the adoption, implementation, and effective use of certified EHRs.
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As per Sec. 3012(c), HITECH Act, health information technology regional extension
centers are to be created for and supported by ONCHIT. A total of 62 such Regional
Extension Centers (RECs) have been created (see Appendix D) and are being funded by
ONCHIT to help more than 100,000 primary care providers in the adoption and use of
EHRs. Regional Extension Centers have received $677 million (“Regional Extension
Centers”, 2015) to support their work, which entails reaching out, educating and
providing on-the-ground assistance to providers who do not have technology experts to
achieve meaningful use of EHRs to help them improve patient care. Once eligible
healthcare providers have adopted and demonstrated the meaningful use of EHRs, they
may receive incentive payments through the Medicare and Medicaid EHR incentive
programs (Mosquera, 2009).
Direct Project
A comparison of the December 2012 and January 2014 reports by the National
Center for Health Statistics (NCHS), reveals that while the use of EHR systems is
increasing, the percentage of basic EHR system is still below 50% (Hsiao & Hing, 2012,
2014). As defined in the NCHS reports, a basic EHR system refers to a system that has
all of the following functionalities: patient history and demographics, patient problem
lists, physician clinical notes, comprehensive list of patients’ medications and allergies,
computerized orders for prescriptions, and ability to view laboratory and imaging results
electronically. A recent longitudinal survey of US hospitals carried out by DesRoches et
al. (2013) reports that only 44% of hospitals possess and use a basic EHR system, and
while 42.2% met the MU Stage 1 criteria, only 5.1% could meet the broader MU Stage 2
criteria. A February 2014 ONC Data Brief report shows that 67% of clinical laboratories
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have the capability to send results in the structured format electronically to the EHR as
per MU Stage 2 requirements. Out of these 67% of labs, only 80% (effectively 53% of
the total) fully comply with the MU Stage 2 requirements by sending results
electronically (Swain & Patel, 2014).
From the above, it is apparent that communicating and sharing reports
electronically is not happening at the ground level. This communication occurs between
various components, like the health information service provider system (HISP), EHR
system, HIE system, and PHR system – all of which are part of a larger system that can
be termed the healthcare communication ecosystem. One of the initiatives picked up by
the Regional Extension Centers to get around the problem of lack of communication
among various components of the ecosystem was to launch the eShare technology called
Direct exchange or Direct standard – a technology developed by a public-private
collaboration sponsored by ONCHIT. The main reason behind the move from traditional
records to electronic health records was to have the ability to send patient health records
from one person/organization to another whenever required. Direct provides this ability
of point-to-point communication between providers and various components of the
ecosystem in a secure manner and also helps providers meet several meaningful use
requirements. In the ecosystem shown in Figure 3, the Direct messaging service ensures
that patient information can be shared amongst various components (e.g., patients,
providers, HIEs, provider support staff, etc.) through the HISPs. A HISP gives Direct
access to the healthcare providers, assigns a Direct address to each Direct account holder,
routes messages, holds a mailbox, and accomplishes other functions necessary for point-
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to-point patient information sharing while following standard protocols and ensuring the
security of patient data.
Dissertation Objective
At the Healthcare Information and Management Systems Society (HIMSS)
conference in 2008, Secretary Michael Leavitt said that the vision of having electronic
health records for Americans by 2014 was not just about enabling technology but was
also very much about sociological and cultural change. In a similar vein, through a
literature review of 22 articles published between 1998 and 2009, Boonstra and
Broekhuis (2010) identified eight barriers to adoption. Two of those barriers are
organizational factors and the change process. Through this dissertation, I study and
explain the change process from the sensemaking and learning perspectives in the context
of the use of Direct technology in healthcare facilities. This dissertation will not only
contribute to the understanding of the sensemaking around the new healthcare
information and communication technology in the field, but will also add further insights
to the theory and literature in the area of change, which despite being a necessity is not
very well understood (Burke, 2010; Oreg, Michel & By, 2013). Since the majority of
change projects fail (Beer & Nohria, 2000; Hammer & Champy, 1993; Kotter, 2008;
Senturia, Flees, & Maceda, 2008; Taylor-Bianco & Schermerhorn, 2006), it is apparent
that organizations fail to learn what might lead to a successful change. However, to
understand learning, a careful examination and understanding of the stimuli is vital.
A quick review of the various points mentioned in the meaningful use criteria of
both stages (see Appendices A & B) shows that interoperability among the EHR
platforms for sending patient records from one user to another while ensuring security

16

Figure 3 The Direct Ecosystem
(Source: http://www.tn.gov/ehealth/forms/DirectProject.pdf)
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and privacy is a key requirement. In this dissertation, I will analyze the fulfillment of this
key requirement by healthcare providers who use Direct messaging and eShare protocols.
Use of Direct technology is a change initiative that the providers in the healthcare context
need to first understand and make sense of, therefore I used theoretical concepts that are
associated to change. Maitlis and Christianson (2014) speak about the importance of
sensemaking by actors in bringing a change. Sensemaking is a retrospective construction
of the events as they unfold and in this dissertation I contribute to the management
literature by building a process model that links sensemaking to change. Although
individuals engage in sensemaking, they do not do so in isolation; the context that they
are in influences the sensemaking process. The focus of the dissertation is to understand
the sensemaking process that the providers undergo when they learn about Direct
technology that on one hand will help in securely sharing health information, but on other
hand will demand a change in workflow. I use narrative analysis technique to show how
sensemaking process takes place in the healthcare context and how the sensemaking
process as understood through narrative analysis leads to a change not previously
envisaged. The sensemaking is then examined in light of multiple logics that are at play
in the healthcare field. It is important to note that in general, a change in workflow is not
merely the adoption of the new technology.
The dissertation comprises of a series of linked, but discrete, chapters. In the next
chapter (Chapter 2), I propose a process model that depicts the probable relationships
among sensemaking, learning, and change. The main contribution of the dissertation is
the process model which – in addition to relating sensemaking with change – also lends
itself to bring nomological clarity between sensemaking and learning. The model also
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includes problems recognition as a key factor that can enhance learning which
subsequently leads to change. However, any such model needs to be examined in the real
world, and any discrepancy between the inductive results from the real world and the
model must be reconciled to refine the model further. Therefore, in Chapter 3, I focus on
the sensemaking construct presented in the process model of Chapter 2 and present how
providers and users of Direct standards in the healthcare field react to the initiative
channelized by the states through federal funding. Major contribution of Chapter 3 is to
demonstrate the use a novel technique as suggested by Maitlis and Christianson (2014)
and link sensemaking to change via learning. Next, a closure to the whole discussion is
brought by taking into account the perspective of the other agencies involved with the
Direct eShare initiative – specifically the state and regional extension center, and the
physician hospital organization in the mid-south region of the United State of America.
In Chapter 4, I inductively discover the healthcare discourses to bring out the influence of
the healthcare field on the progress of a change initiative. The main contribution of this
chapter is to answer the research call by Wooten and Hoffman (2008) to discover the
processes within an organizational field.
Setting
During my preliminary study of the status of EHR usage across United States, I
discovered that Tennessee is one of the few states where, compared to the national
average, the adoption of at least a basic EHR is significantly lower (see Figure 6; Charles,
King, Patel, & Furukawa, 2013). Thus, I thought it important to conduct a study to
understand how a healthcare technology change initiative – the Direct messaging service
– is perceived by providers and users and how those facilitating this change view the
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whole process. In addition, being a resident of Tennessee, it was convenient for me to
conduct my data collection in Tennessee.

Figure 4 Relative Adoption of Basic EHR Systems in March 2013
(Source: http://www.healthit.gov/sites/default/files/oncdatabrief9final.pdf)

Most of my data collection was done through semi-structured interviews of
officials from the state, the regional extension center, a family medical center called
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Family Healthcare1 in the metropolitan area of a Mid-South city in United States, and an
internal medicine facility called Mid-South Medico2, in the metropolitan area of the same
city. The Chief Financial Officer of Family Healthcare, Jack Holcomb, said in a
conversation that
Family Healthcare started in August of 2003. It was previously a … one of three
locations of … [another family medical center] … and then in 2003, basically,
those practices started to split up. This location, my brother, Dr. Holcomb, along
with a couple of the other providers, broke away … and basically started using
this location, and then, that's when the Family Healthcare actually formed.
Kelcy Haines, the Manager of Research, Nursing, and Industrial department of Family
Healthcare, said that Family Healthcare “is generally looking at any stage of life, so from
infant, you know, from right after birth to last stages of life. So, we're going to see that
person for wellness, for sickness, anything, all stages of life.” I interviewed another
provider – Dr. Abasi Halim – at Mid-South Medico to get a complementary perspective
towards the Direct technology. Dr. Halim said that Mid-South Medico was a “privately
owned practice” that used to be a practice under the Methodist hospital until 2000 after
which it became independent.
Data collection methods are dependent on the methodology that is chosen based
on the research question. For this dissertation, I collected longitudinal data (April 2013
to October 2014) which I describe in further detail in methodology sections of Chapter 3

1

Family Healthcare is a pseudonym used for a primary care facility. Throughout this dissertation,
I have protected the anonymity of the facility, its subunits, and its members by using pseudonyms.
2
Mid-South Medico is a pseudonym used for an internal medicine facility. Throughout this
dissertation, I have protected the anonymity of this facility, its subunits, and its members by using
pseudonyms.
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and Chapter 4 of this dissertation. The primary mode of data collection was nonparticipant observations and semi-structured interviews. I also attended meetings held by
the Tennessee Office of eHealth initiatives, and by the TN-DirectExt3 executives and
employees with various administrators and providers in the mid-south region. Detailed
notes were taken during each meeting. In addition to the aforementioned, others forms of
data were also accessed that included archived interviews, news articles, reports by
various government and non-government agencies, and articles related to EHRs and
Direct project openly available on the Internet.

3

TN-DirectExt is a pseudonym used for Tennessee state regional extension center. Throughout
this dissertation, I have protected the anonymity of the organization, its subunits, and its members by using
pseudonyms.
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Chapter 2: A Sensemaking and Learning Perspective to Understand Planned
Change Process

ABSTRACT
Upon reviewing the literature in the area of organizational learning, I propose in
this chapter, a macro level approach that draws the concepts of sensemaking,
organizational learning, and organizational change together. Theoretical propositions and
the process model in this chapter help us to better understand (1) how the process of
change unfolds when organizational members come across a new situation that demands
change, (2) what is the nomological relationship among the constructs of interest
(sensemaking, learning, and change) and how this theoretical clarity will help us in our
understanding of change process, and (3) what is the role of problem recognition in the
process of learning that leads to change.
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A Sensemaking and Learning Perspective to Understand Planned Change Process
Change is inherently difficult to accomplish with nearly 70% of change projects
in organizations failing (Beer & Nohria, 2000; Hammer & Champy, 1993; Kotter, 2008;
Senturia et al., 2008). This means that while we accept that change in organizational
settings is ubiquitous and necessary (Oreg et al., 2013), change is the only constant
(Vales, 2007; Whelan-Berry & Somerville, 2010) and more change is happening than
ever before (By, 2005); however, there is still limited understanding on how successful
change takes place (Burke, 2010) among both theoreticians and practitioners. Many
leaders have the motivation and vision for change, but they do not know how to
implement a change to its successful completion (Whelan-Berry & Somerville, 2010).
Change is therefore believed to be risky and complex phenomenon (Brakman, Garretsen,
van Marrewijk, & van Witteloostuijn, 2013; Dikova, Sahib, & van Witteloostuijn, 2010;
Jacobs, van Witteloostuijn, & Christe-Zeyse, 2013; Muehlfeld, Rao Sahib, & Van
Witteloostuijn, 2012), as is also evident from the failure of many mergers and
acquisitions – at whose core also lie the change. Rarely do major projects claim
“substantial success” (Taylor-Bianco & Schermerhorn, 2006) and organizations have to
often incur high opportunity and process costs for failing to achieve the desired change
(Jacobs et al., 2013). Therefore, it seems intuitive that a major cause for such failures is
that organizational members fail to learn what would make the change projects
successful.
Successful change in organizations can be achieved if the organizational actors
learn the new ways of doing things which are even more important for survival for
organizations in the rapidly changing environment of the 21st century where the increased
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market pressure makes the change not only inevitable but also a complex task (By, 2005;
D'aveni, 2010; Fredberg, Norrgren, & Shani, 2011). This complexity is further
augmented by “political, regulatory, and technological changes” that most organizations
have to confront (Greenwood & Hinings, 1996). Research has been undertaken to
understand the role of various drivers of change (e.g., leadership, vision, communication,
training: Somerville, 2009; Somerville & Dyke, 2008; Whelan-Berry, Gordon, &
Hinings, 2003). However, these researches have focused on the impact of various factors
like leadership, communication or training on the process of change but there remains
limited understanding of the core change process itself that leads to change among
individuals, groups which ultimately leads to organization-wide change. In this chapter, I
seek to address this by developing a perspective of change that takes into account that
organizations do not seem to learn. For learning, the actors in the organization need to
have a clearer understanding of the various triggers that initiate the change process. It is
for these reasons that I develop a sensemaking and learning driven process model of
change in this chapter.
Organizational members develop understanding of new situations and change
initiatives through a process of sensemaking in which the actors engage in an ongoing,
retrospective construction of the meaning of their observations by coming up with
plausible explanations (Weick, 1995; Weick, Sutcliffe, & Obsfeld, 2005). These
explanations feed into the response-making mechanism of the actors. But some of the
many possible responses, if undertaken, may create problems for the success of the
change that is being heralded. Such problems need to be recognized. However, rarely do
we find problem recognition, learning, and sensemaking to be drawn together in the
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organizational change literature. In this chapter, I emphasize this quality of appropriately
recognizing and defining the organizational problems that precipitate the required
organizational learning that in turn leads to lasting transformation. Problem recognition
as a phenomenon, which is frequently assumed to be operating beneath the layers of
organizational learning, sensemaking, and organizational change, is given its due
importance by highlighting it as a concept that facilitates the process of learning as
suggested by the model. In addition to being an important theoretical concept, problem
recognition is equally important for the pragmatic effort of learning and changing.
Through evaluations of responses over time, problems are detected and corrected which
leads to learning and continuous improvements which in turn brings about change
(Argyris & Schön, 1978; Svensson, 2012). Learning is key to an organization’s
capability for change and renewal (Flores, Zheng, Rau, & Thomas, 2012). The potential
for greater learning results from failures (Madsen & Desai, 2010) if the actors in
organizations recognize the failures and learn from them and it is this important quality
that separates high performance organizations from poor performance organizations.
While the action aspect of organizational learning is related to organizational
change, sensemaking as an interpretive construct has been related to organizational
learning and change. It is important to include sensemaking in our discussion because
change is associated with the interpretive frameworks that are constructed by managers,
and employees (Balogun & Johnson, 2004). Studies that deal with both sensemaking and
change are rare (Maitlis, 2005). Lüscher and Lewis (2008) fill this gap partially by trying
to answer how managers interpret change. There has been consistent interest over the
years to understand the microprocesses that may help explain organizational change
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(Dutton, Ashford, O'Neill, & Lawrence, 2001; Maitlis & Sonenshein, 2010; Reay,
Golden-Biddle, & Germann, 2006); however, the existing literature still does not have the
clarity about the relationship between change, learning, and sensemaking.
In this chapter, I intend to build on this interest and try to explain organizational
change through these microprocesses by drawing organizational learning, sensemaking,
and organizational change together in a systematic way into a nomological network and
develop a process model of planned change. To this end, I first present a brief theoretical
overview of these concepts from the extant literature. Next, I present a model to explain
the relationship between the three concepts of sensemaking, organizational learning, and
organizational change. Finally, research propositions useful for future research are
proposed and practical implications are discussed.
Literature Review
In this section, I present the existing knowledge and overlap among the focal
constructs of this chapter, that is, sensemaking, organizational learning, and
organizational change. Sensemaking is understood as materializing the meaning of
situations, organizations, and environments through “language, talk, and communication”
and “involves turning circumstances into a situation that is comprehended explicitly in
words” (Weick et al., 2005, p. 409). This means that sensemaking is about interpreting
the meaning of the world around us. However, even though it has sometimes been
conflated with interpretation, it is separate from interpretation in the sense that
interpretation requires an object and sensemaking provides that object. Similar to this
understanding, one of the most important processes of organizational learning theorized
by Crossan, Lane, and White (1999) in their four-process model of organizational
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learning is “interpreting” which is defined as “the explaining, through words and/or
actions, of an insight or idea to one's self and to others” (p. 525). Also, it was stated by
Fiol (1994) that learning involves not only the events or actions themselves but it has a
lot to do with a change in one’s interpretation of events and actions. A person learns
through developing different interpretations of new or existing information, that is,
through developing (consciously or unconsciously) a new understanding of surrounding
events. Clearly, these two concepts – learning and sensemaking – are similar; they do,
however, have some important differences, that I will discuss.
In a similar vein, there appears to be significant overlap between organizational
learning and organizational change in the literature. Organizational learning has been
described as development of knowledge (Argyris & Schön, 1978; Hedberg, 1981), new
structures (Jelinek, 1979; Miles, 1982), new actions (Cyert & March, 1963; Miller &
Friesen, 1980), changes in the range of potential learning behaviors (Huber, 1991),
storing or retrieving of new routines (Argote, 1999), or changes in levels of knowledge
embedded in practices or routines (Gherardi, 2006; Levitt & March, 1988; Miner &
Haunschild, 1995). Organizational learning develops through individual level learning
processes (DiMilia & Birdi, 2010; Kim, 1993), and the interaction of organizational
experience and context that creates knowledge (Argote & Miron-Spektor, 2011) in the
form of a repository and a process (Cook & Brown, 1999; Orlikowski, 2002). Duncan
and Weiss (1979) describe learning to be “the process within the organization by which
knowledge about action-outcome relationships and the effect of the environment on these
relationships is developed” (p. 84). Thus, knowledge is the outcome of learning. A
definition of learning which represents traditional understanding around learning (Weick,
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1991) is that with increased learning, people “become able to respond to task-demand or
an environmental pressure in a different way as a result of earlier response to the same
task (practice) or as a result of other intervening relevant experience” (p. 116) (see Bower
& Hilgard, 1981, p. 11 for a similar definition). Such learning is not evident in the
change in response because of a change in stimulus-situation or in motivation, but rather
a change in performance when the stimulus-situation and the motivation are essentially
the same. Such change in response requires a change in the respondent (English &
English, 1958). Thus, the knowledge that is acquired through learning needs to be
transpired into changed action/response and that is how learning is closely related to
change. Next, I discuss in greater detail about each relevant construct to prepare a
background to develop the model and propositions in the next section.
Organizational Learning
Beginning with the classical work of theory of firm by Cyert and March (1963) to
the understanding of dynamic capabilities for learning (Hodgkinson & Healey, 2011;
Teece, 2007), organizational learning theory has garnered sustained attention (Brusoni &
Rosenkranz, 2014); and is still regarded as an important area (Argote & Miron-Spektor,
2011) that is of fundamental interest (Bingham & Davis, 2012) in the field of
management. Broadly, learning has been viewed as a “simple quantifiable improvements
in activities” by economists, as “sustainable comparable competitive efficiency” by
management and business literature, and as something that “promotes comparative
innovative efficiency” by the innovation literature (Dodgson, 1993, p. 376). Various
definitions of organizational learning have been proposed, often with little agreement
(Fiol & Lyles, 1985), however, irrespective of the way learning is defined and
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understood, it is apparent that some form of change, either in terms of knowledge or
action, emerges as a consequence. Actions provide an opportunity to share common
experiences and such experiential learning can help develop shared understanding
(Crossan, Lane, White, & Djurfeldt, 1995) and improve group and organizational
productivity (Boh, Slaughter, & Espinosa, 2007), which reinforces the point that action
and cognition are tightly intertwined (Crossan et al., 1999) as is also evident in many
definitions of learning in Table 1.
I agree with Weick (1991) that “the defining property of learning is the
combination of same stimulus and different response” (p. 117) by the actor at different
points in time. But the stimuli that an organization faces can be dynamic and unstable
which makes it harder to establish sufficient stimulus similarity and therefore more
difficult for actor to appropriately respond. Learning consists of cognitive learning
and/or behavioral outcomes (Daft & Weick, 1984) and while the former may occur
without a corresponding change in behavior, the latter may take place as a response to
some stimuli (Fiol & Lyles, 1985). Additionally, I reviewed classical definitions and
ideas about learning and observed that at the beginning, learning has been related to
performance (see Table 1, Argyris & Schon, 1974; Cangelosi & Dill, 1965; Cyert &
March, 1963). As the importance of the concept grew, the focus shifted on the process of
learning; most of these definitions (see Table 1, Bandura & McClelland, 1977; Cook &
Yanow, 1993; Daft & Weick, 1984; Fiol & Lyles, 1985; Levitt & March, 1988; March,
1991; Vera & Crossan, 2004) contained the answer to how-does-learning-take-place. A
definition should be parsimonious, clearly communicating (Bacharach, 1989), and be
constitutive to cover construct space (Kerlinger, 1973). Because of these reasons, I chose
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Table 1
Review of Organizational Learning Definitions and/or Explanations

Article

Explanation/Definition of Learning

(Cyert & March,
1963)



Organizational learning occurs as behavior changes in response to
the social and physical environment.



Organizational learning is as a series of interactions between
adaptation of the individual or subgroup level and adaptation at the
organizational level.



Based on the policies and procedures in an organization, the actors
respond and ensure the desirable outcome. Over time such
responses are learned by the actors. The learning that results is
called as single-loop learning.
If the responses based on the policies and procedures do not yield
desirable results, then the actors challenge the policies and
procedures. The learning that results upon by scrutinizing the
governing variables is called as double-loop learning.

(Cangelosi & Dill,
1965, p. 200)

(Argyris & Schon,
1974)

(Bandura &
McClelland, 1977, p.
2)
(Daft & Weick,
1984)
(Fiol & Lyles, 1985,
p. 811)








(Levitt & March,
1988, p. 319)

(March, 1991, p. 71)


(Cook & Yanow,
1993, p. 384)
(Vera & Crossan,
2004, p. 224)



Virtually all phenomena resulting from direct experiences can
occur on a vicarious basis through observation of other people’s
behavior and its consequences for them.
Learning occurs when actions are taken after the interpretation of
the data that is collected.
Learning is a process of development of insights, knowledge, and
associations between past actions, the effectiveness of those
actions, and future actions.
Organizations learn by encoding inferences from history into
routines that guide behavior. Organizations learn from direct
experience, from the experience of others, and develop conceptual
frameworks or paradigms for interpreting that experience.
Organizational learning involves balancing two processes:
exploration and exploitation. Exploration includes things captured
by terms such as search, variation, risk taking, experimentation,
play, flexibility, discovery, innovation. Exploitation includes such
things as refinement, choice, production, efficiency, selection,
implementation, execution.
Organizational learning is the acquiring, sustaining, or changing of
intersubjective meanings through the artifactual vehicles of their
expression and transmission and the collective actions of the
group.
Learning is the process of change in thought and action – both
individual and shared – embedded in and affected by the
institutions of the organization.
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the definition of organizational learning by Christianson, Farkas, Sutcliffe, and Weick
(2009) for the purpose of this chapter. According to Christianson et al. (2009),
organizational learning is the “revision of response repertoires in ways that improve
organizational performance” (p. 846). They further explain that response repertoire is
“the stock of routines, habits, and roles that have been experienced as well the capability
to recombine portions of the stock in novel ways” (pp. 846-847). Mere propagation of
routines cannot be termed as learning, it’s the modification of routines based on the needs
of the environment that leads the organizations and organizational members to learn
which is why the word revision in the chosen definition is critical.
Learning often results in the development of organizational routines that impacts
higher-level phenomena (e.g., organizational performance, learning, and capabilities;
Brusoni & Rosenkranz, 2014; Parmigiani & Howard-Grenville, 2011; Pentland &
Feldman, 2005; Rerup & Feldman, 2011; Salvato & Rerup, 2011) and can be a source of
competitive advantage (López, Peón, & Ordás, 2005). That learning is a product of
experience is an empirical generalization that most organizational learning scholars
accept (Arrow, 1962). I emphasize that even though common experiences can lead to
shared understanding which can in turn lead to action based learning, reflections is also
important for learning (Reynolds & Vince, 2004) and therefore, problem recognition at
an individual or collective level remains an important, and little understood, step in this
process. There are sharp differences of opinion about the processes of learning (Arrow,
1962), and I endeavor to understand and explain this process in a better way. In the
‘theoretical model and propositions’ section of this chapter, I ask if each step in the fourstep (intuiting, interpreting, integrating, and institutionalizing) iterative multi-level model
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of organizational learning (Crossan et al., 1999) actually lead to learning or something
else.
In organizations, learning occurs at individual, group, and the macro
organizational levels (Argote, Gruenfeld, & Naquin, 2001; Argote & Ophir, 2002;
Crossan et al., 1999; Edmondson, Dillon, & Roloff, 2007; Schulz, 2002; Wilson,
Goodman, & Cronin, 2007). Individual learning is a necessary but not a sufficient
condition for group learning or organizational learning (Argote & Miron-Spektor, 2011).
Group learning occurs only when learning at the individual level gets shared among the
group members and is stored by them to be retrieved as the go to approach when a
scenario comes up in which the learning was proposed to be useful (Wilson et al., 2007).
Similar to the above explanation of group learning, organizational learning is defined as
“the capacity of an organization to learn how to do what it does, where what it learns is
possessed not by individual members of the organization but by the aggregate itself”
(Cook & Yanow, 1993, p. 378). Even the creation of routines in an organization occurs
through the joint interaction of individuals with understanding (Dionysiou & Tsoukas,
2013). Any form of organizational learning, therefore, will require the evolution of
shared mental models (Schein, 1993b) and that is why it is important to understand the
conditions under which organizational/group members bring their uniquely held
knowledge to the fore and share it widely among the other members to make it shared
knowledge (Huber & Lewis, 2010; Larson, Christensen, Abbott, & Franz, 1996; Stasser
& Stewart, 1992; Stasser, Stewart, & Wittenbaum, 1995; Stasser & Titus, 1985).
With internal and external environments becoming increasingly dynamic and
complex, knowledge is a source of competitive advantage for an organization because
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knowledge interacts with context and task performance to explain the development of
learning (Argote & Miron-Spektor, 2011). With a high learning capacity, organizations
have a greater chance of acquiring the knowledge and developing the novel innovations
(Murmann, 2003) necessary for a competitive advantage. Organizations harnessing firmspecific knowledge resources produce higher levels of performance (Wang, He, &
Mahoney, 2009) and with more and more emphasis being laid on knowledge
management and learning for competitive advantage in the contemporary technologydriven workplace, organizational learning is emerging as the chief determinant of an
organization’s ability to survive and thrive. However, it is important that organizations
find a balance between harnessing the capacities (exploitation) for immediate returns
(Denrell & March, 2001) and exploration of newer capabilities for long term returns
(Fang, Lee, & Schilling, 2010), and detect anything that goes wrong as quickly as
possible. This leads us into our discussion of problem recognition.
Problem Recognition
That “learning can occur only if the learner recognizes a problem and is motivated
to learn to a sufficient degree” (Schein, 1993a, p. 86) highlights the importance of
problem recognition for learning. Arrow (1962) emphasized problem solving by stating
that “learning can only take place through the attempt to solve a problem and therefore
only takes place during activity” (p. 155). Even though problem recognition has been
described as the first step in the decision making process (Witte, 1972), it has been, as a
concept, understudied in the management literature. Problem-sensing, or recognition, is
defined as a “necessary precondition for managerial activity directed toward
organizational adaptation, as composed of noticing, interpreting, and incorporating
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stimuli” (Kiesler & Sproull, 1982, p. 1) and has been conceptualized in the form of a
three stage process: gestation/latency, categorization, and diagnosis (Cowan, 1986). In
these stages, the process of discrepancy classification, in which the problem
occurrence/situation is classified as a problem is the most critical. Such a classification
may be based on the comparison of the occurrence/situation with an aspiration level or
performance criteria that the organization/group/individual has corresponding to the
circumstances.
Problem recognition has been described as a facilitator to decision making by
noticing and interpreting issues in the organization (Milliken, 1990), as a trigger to
decision making by obtaining information about the stimulus or “problem” (Walsh &
Ungson, 1991), and as a scanning process to identify issues (Thomas, Clark, & Gioia,
1993). Research shows the evidence of problem based learning in medical sciences
(Bligh, 1995; Morales-Mann & Kaitell, 2001). Interestingly, problem recognition has not
featured in explanations of organizational learning and sensemaking. One reason for this
has likely been that scholars have simply assumed that problem recognition automatically
occurs as a precursor to other cognitive and behavioral processes. However, I suggest
that this overlooks an important component of effective organizational functioning,
particularly with respect to change events. The paucity of work becomes more puzzling
when we consider that sensing problems has been suggested as a first step in the change
process (Kilmann & Mitroff, 1979). I believe that a failure to appreciate the importance
of accurate problem recognition is a contributing factor to the large failure rate of many
change processes.
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Sensemaking
Sensemaking is about retrospectively making sense of the world (Weick, 1995)
through construction of sensible structure by active organizational agents (Huber & Daft,
1987) and thereby structure the unknown (Waterman, 1990). (Louis, 1980) viewed
sensemaking to be a thinking process that uses retrospective accounts to explain the
anomalies and/or the novelties that an organization faces:
Sensemaking can be viewed as a recurring cycle comprised of a sequence of
events occurring over time. The cycle begins as individuals form unconscious
and conscious anticipations and assumptions, which serve as predictions about
future events. Subsequently, individuals experience events that may be discrepant
from predictions. Discrepant events, or surprises, trigger a need for explanation,
or post-diction, and, correspondingly, for a process through which interpretations
of discrepancies are developed interpretation, or meaning, is attributed to
surprises …. It is crucial to note that meaning is assigned to surprise as an output
of the sense-making process, rather than arising concurrently with the perception
or detection of differences. (p. 241)
Thus, sensemaking is initiated by some triggering event which is usually
unexpected and/or unfamiliar. Whenever there is ambiguity and uncertainty,
organizational members try to improve their understanding by extracting cues from their
environment (Maitlis & Christianson, 2014). Sensemaking is driven more by plausibility
rather than by accuracy and is a process that a subject engages in to construct the
meaning of a phenomenon that he/she is exposed to. It can be distinguished from other
similar processes like interpretation or understanding or attribution (Weick, 1995)
because unlike those mentioned previously, it is an ongoing process of grounded identity
construction and is retrospective enactment of sensible environments. Sensemaking does
not occur in vacuum because a person’s engagement in sensemaking is embedded in a
social environment. The “social” characteristic of sensemaking is not just about sharing
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the meaning but it also encompasses the coordinated action as a result of equivalent
meaning and overlapping views of ambiguous events. Over the last decade, research
around sensemaking has intensified (Clark & Geppert, 2011; Cornelissen, 2012; Hernes
& Maitlis, 2010; Maitlis & Christianson, 2014; Monin, Noorderhaven, Vaara, & Kroon,
2013; Navis & Glynn, 2011; Rudolph, Morrison, & Carroll, 2009; Sonenshein, 2007;
Whiteman & Cooper, 2011). In the past, some studies that have tried to relate
sensemaking to change process have focused on the top-down change as envisioned by
the managers (Balogun & Johnson, 2005; Maitlis & Lawrence, 2007; Rouleau, 2005).
My focus in this chapter is to develop a process model that leads from sensemaking to
change and shows cross-level relationships as well.
Organizational Change
Organizational change is a major challenge and the literature on change although
scattered across organizational behavior and strategic perspectives on change (Oreg,
Vakola, & Armenakis, 2011; Schwarz & Huber, 2008), outlines this challenge in the
description of change endeavors as highly-complex (Jacobs et al., 2013). Organizational
change is defined as a transformation of an organization between two points in time
(Barnett & Carroll, 1995). It is a context dependent, unpredictable, and usually nonlinear process (Amis, Slack, & Hinings, 2004; Balogun & Johnson, 2005; Greenwood &
Hinings, 1988). Organizations need to change to be competitive in the short run and to
survive in the long run (Lüscher & Lewis, 2008). Change could stem from internal or
external (environmental) factors. Environmental change coupled with competition from
the institutional environment about engaging in new processes for knowledge acquisition,
management and innovation puts enormous pressure on the organizations to change.
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Barnett and Carroll (1995) emphasizes the importance of competition for change by
stating that, “no one denies his [competition’s] rights on this matter [the change], but then
no one invites him to dinner [to discuss change] either” (p. 223).
Greenwood and Hinings (1988) suggest to view the change process through the
concept of design archetypes which is a way to understand the organizational
configuration by giving meaning to the underlying interpretive schemes. These design
archeypes can be studied over a period of time to reveal the change that an organization
undergoes. Macro approaches to organizational change reveal the importance of
institutional factors in the environment and the different ways in which they might
influence the change process (Greenwood & Hinings, 1996). Several change drivers
(e.g., leadership, vision, communication, training, structures and processes, HR practices;
Bridges, 2009; Nadler & Tushman, 1994; Somerville, 2009; Somerville & Dyke, 2008;
Whelan-Berry et al., 2003) that might influence the change process have been researched,
but based on Maitlis and Christianson (2014) there needs to be a fresh perspective that
brings sensemaking perspective to explain the change process that takes place among the
actors in the organization. While Greenwood and Hinings (1988) suggest that
organizational change can be better understood by taking note of organization archetypes
and tracks, I suggest a complementary viewpoint that sensemaking of change initiative –
as it happens – is significant part of the change process. Thus, change might also be
suggested by leaders when they attend to information from not just the internal
environment of an organization but also by the discourses that are occurring in the
industry (Humphreys & Brown, 2002; Maitlis & Lawrence, 2007). These changes can be
episodic, discontinuous, and intermittent or continuous, evolving, and incremental
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(Weick & Quinn, 1999). Radical change presents a new situation to organizational
members. Such radical planned change does not necessarily have to be fast (Amis et al.,
2004), and I argue that for it to succeed, appropriate learning must occur over time.
Understanding learning and the unfolding of organizational routines (e.g., trial-and-error
learning leading to development of routines; Rerup & Feldman, 2011) is fundamental to
understanding change (Becker, Lazaric, Nelson, & Winter, 2005). However, it is
important to note that whatever the pace or extent of change be, it definitely requires a
degree of reframing (Lüscher & Lewis, 2008) by actors as they have to make sense of the
difference between their expectation and new experiences (Balogun & Johnson, 2004)
and the readiness to change.
Model and Propositions
Learning and change are closely intertwined. With learning, change must occur;
and for change, learning is likely to occur as well. However, for any kind of learning
(with or without change) to occur, it is important that the subjects first interpret what is
happening around them which is a direct consequence of the interaction of the subjects
with the stimulus. While usual experiences with the stimulus elicit pre-decided
responses, it is the unusual experiences that result in a richer interaction. Such unusual
experiences are an integral part of organizing (Dunbar & Starbuck, 2006; Lampel,
Shamsie, & Shapira, 2009) and the learning that comes from the interaction with unusual
experiences require the ability to engage in sensemaking in real time (Weick, 1991) and
also assimilate and use the learning from such experiences on an ongoing basis (Garud,
Dunbar, & Bartel, 2011). Argyris (1977) said long ago that “organizational learning is a
process of detecting and correcting errors” (p. 117) and it is indeed surprising to see no
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model in organizational learning having a place for problem recognition. In this section,
I frame theoretical propositions to link sensemaking, organizational learning, problem
recognition, and organizational change by presenting a process model that depicts the
nomological relationship between the four concepts.
When a change initiative is brought inside an organization, there is an interruption
of the well-rehearsed action patterns at the individual-, group-, department-, or
organization-level. The element of novelty around the change initiative breeds more
varied plausible explanations because of unshared cognitive frameworks around the
stimulus i.e. the change initiative (Allard-Poesi, 2005). Thus, the interruption caused by
the initiative could be perceived positively or negatively by the organizational actors.
But irrespective of the perception, higher the incongruence between a change initiative
and the expectations of the unit (i.e., the individuals or the collective groups or
departments) in an organization, more severe is the interruption (Mandler, 1984).
However, the interruption of previous action patterns is welcome for the change process
because more interruptions lead to higher levels of arousal which in turn demand more
attention to those aspects of the change initiative that are deemed to be more important
(c.f., Weick, 1995). The degree of importance attributed to various aspects of change
initiative and therefore the attention allotted to these aspects is subjective and
idiosyncratic based on the interaction of the arousal and the factors at the individual level
as well as at the collective level. These factors at individual and collective level are the
schema and heuristics that the actors possess based on their previous experiences. For
example, if an individual has succeeded with a change initiative in the past by focusing
on the technological aspects, there is a higher probability that the individual will pay
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‘selective attention’ on the technological aspect of a similar change initiative in future.
Selective attention is a process through which individuals focus their attention on “a
specific set of sensory stimuli at a moment in time” (Ocasio, 2011, p. 1287). However, it
is important to note that individuals in organizations are not isolated and alone and they
work in an open environment (Scott, 1992) where they are influenced by the collective
(group or department) in which they are embedded. The organizations have the
departments and groups who follow norms and/or standard operating procedures with
respect to several tasks. Therefore, as shown in Figure 5, similar to the individuals’
feelings of interruption and subsequent arousal with the new change initiative, the
collectives (groups and/or departments) also find themselves in a similar territory and pay
selective attention to the new change initiative based on their previous experiences.
Thus, previous experiences are a major factor in determining the attention that is given to
a change initiative both at the individual as well as at the collective level. Therefore, I
propose that –
Proposition 1: Previous experiences impose a boundary and influence the
attention that an organizational entity can devote to a stimulus at a given time,
because of which the actor pays selective attention to any new situation or change
initiative.
Since the attention given to a change initiative is a function of previous cognitive
orientations (Ocasio, 2011) that might be a result of the experiences of an entity, and the
interruption induced arousal (can be positive or negative), I call the attention given by the
actor or the collective as ‘selective’ attention. Ultimately, the preferential or nonindependent or selective attention lets the organizational actors engage with the stimulus
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Figure 5 Multilevel Process Model of Learning, Change, and Sensemaking
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by bracketing of cues from the environment to come up with plausible explanations about
what is happening, and why. Increased attention towards the cause of interruption means
greater extraction of the cues from the new initiative. However, even as I state that
sensemaking is triggered by cues, the extraction of these cues is not a function of
unexpected events alone. The discrepancy between the expected and the experience must
be large enough. This discrepancy leads to the cues that trigger sensemaking (Maitlis &
Christianson, 2014). Many plausible explanations of the change initiative can be
constructed depending on the description and mode of representation (Weick, 2012) of
the extracted cues. However, as mentioned previously, the extracted cues are constructed
into plausible explanations with the assistance of the pre-existing interpretive framework
of the individual or group. Because previous experiences based on learning from the past
constitute the interpretive frameworks, they impact the understanding that develops to
give meaning to the actors’ experience of the new change initiative. But structuring the
unknown is not just an individual issue because actors do not operate in vacuum. It is a
social issue because of interdependencies that exist in the workplace. Such
interdependencies give rise to interactions among organizational members that activates
collective sensemaking process (Allard-Poesi, 2005). Therefore, I propose that –
Proposition 2: The process of selective attention results in extraction of cues that
enables the organizational entities to engage in sensemaking which in turn results
in the construction of an interpretation to enact the new initiative.
The first step in sensemaking process is to address the question “what is going
on” (Weick et al., 2005, p. 412) which entails in developing a clearer image of the
situation. Weick (1995) argues that sensemaking is like an invention. Individuals invent
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a construction of events and once these events are constructed, interpretation discovers
meanings for the invented construction. There could be various interpretations for
situations that are “different”. Such different circumstances can be interpreted as a
situation of breakdown (Patriotta, 2003), of surprise (Louis, 1980), of interruption
(Mandler, 1984), of discrepancy (Orlikowsky & Gash, 1994), of an opportunity (Dutton,
1993), or that of disconfirmation (Weick & Sutcliffe, 2001). Sensemaking is thus not so
much about making the right interpretation, but it is about the “interplay of action and
interpretation” (Weick et al., 2005, p. 409) with interpretation helping the organizational
entity (individual or collective) to develop their response.
Additionally, sensemaking is also an issue of language, talk, and communication
(Weick et al., 2005). On the other hand, the process of integrating (for definition, see;
Crossan et al., 1999) in organizational learning is about developing and evolving a
coherent, collective action and understanding. Such coherent understanding and
collective action can be achieved by a common language, communication, labeling, and
categorization of observations which is a result of collective sensemaking process. Based
on their understanding of the change initiative through sensemaking, organizational
actors (individuals or collective entities) develop the responses to change initiative.
Because new change initiative likely yields new interpretation, the ground for revision of
response repertoire is ready. Thus, on this ground created by sensemaking, individuals
and collective entities in the organization revise their responses. Therefore, I propose –
Proposition 3: Sensemaking of a change initiative by the individuals or collective
entities leads to the construction of an interpretation of the change stimuli, which
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helps individual or collective entities to revise their responses accordingly
thereby leading to individual and collective learning respectively.
In the literature review section of this chapter, I adopted the definition of
organizational learning as the revision of response repertoire by the organizational
entities. I propose above that the response repertoire is likely to be changed with a
changed interpretation because of the new stimuli or a change initiative. But the question
that holds importance post-sensemaking is that what facilitates the revision of the
response repertoire further. In essence, I am asking that what facilitates learning when
the actors engage in sensemaking. Such a facilitator needs to be something or some
process that can make the organizational actors foresee potentially improved
consequences of the supposedly new response repertoire should they want to revise the
pre-existing response repertoire. After constructing a picture through sensemaking,
responses are implemented in the order of their viability. However, depending on the
utility attached to the outcome of the implementation of responses, actors will likely
adjust their response to maximize their utility from the outcome. This adjustment of
response is facilitated if the actors (both individuals as well as collective entities) engage
in recognizing the problems that might occur with various responses. Thus, problem
recognition helps in fine-tuning the response and leads to higher levels of learning among
the organizational actors. Once the actors realize ‘the response’ that works best for them,
it is incorporated into their routines and is practiced by them until the stimuli changes.
Therefore, I propose that –
Proposition 4: Problem recognition facilitates the revision of response
repertoires at both individual and collective level and thus improves learning.
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Problem recognition is integral to the organizational learning process. The
process of problem recognition involves categorization and diagnosis of problems
(Cowan, 1986) and therefore, the degree of learning (the revision of response repertoire)
is impacted by the process of problem recognition. There exists an analogy in the
scientific discipline of chemical reactions that can be used to better explain the role of
problem recognition in organizational learning. In many reactions (e.g., producing
ammonia or nitric acid), the reactants are too slow to react even when put together. The
reaction kinetics can be substantially improved when specific temperature and pressure
conditions are maintained and most crucially, a catalyst to increase the rate of reaction is
supplied. Similarly, in organizations, learning does not occur as much as it should unless
environmental factors and culture (analogous to temperature and pressure in chemical
reactions) are created and problem recognition (the ‘catalyst’) is present.
Thus far, I have made propositions regarding the relationship between previous
experiences and the precursors of sensemaking, selective attention and sensemaking,
sensemaking and learning, and regarding the catalytic role of problem recognition for
learning. Problem recognition helps in bringing the desired organizational change via
organizational learning. Learning might not always bring a visible change to the
activities of organization members (Friedlander, 1983) because the response repertoire
that has been developed is used conditionally based on the stimuli and the challenges that
it poses. Higher level learning over time helps in the development of frames of reference
(Shrivastava & Mitroff, 1982), or interpretive schemes (Bartunek, 1984), or new
cognitive frameworks. I argued earlier that during sensemaking, organizational members
construct an image of the stimuli to understand what is happening. Such an object
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building exercise (here object means the result of stimuli-sense-construction which in
itself is highly subjective) does not occur in vacuum and it is always influenced by
internal and external contextual factors. Every member in an organization or every
different organization’s members see a scenario in a different way. This is partly due to
their individual cognitive frameworks and partly due to the frameworks developed by
institutionalization of organizational learning that I discussed in this paragraph. Thus, the
learning of the past influences the organizational actors’ attention for any new stimuli or
change initiative, and hence I propose –
Proposition 5: Previously institutionalized organizational learning in an
organization results in the development of cognitive frames which influence the
attention paid to the stimuli or change initiative.
The influence of the previous experiences and cognitive frame directly affects the
attention devoted to the stimuli or change initiative. This ultimately decides the level and
quality of sensemaking by the organizational actors. The level of sensemaking refers to
the engagement with a stimulus to come up with possible mental constructions of it.
While some actors, groups, or organizations might engage in a higher level of
sensemaking, it is the outcome of the sensemaking in terms of the construction of the
stimuli that is more important. Winch and Maytorena (2009) suggested that to assess the
quality of sensemaking, one needs to move away from an evaluative perspective that is
influenced by hindsight. In line with this, I believe that the quality of sensemaking is the
mutual agreement over the product(s) of the sensemaking. Jensen (2009) suggests that
for assessing the quality of sensemaking, the assessment of both the product along with

50

the process is important which can be done by “outside observers, as well as the
performance of the team leader” (p. 102).
Discussion
Organizations operate in an environment that is highly dynamic and is
characterized by “new markets, disruptive technologies, and transformational institutional
change” (Garud et al., 2011, p. 1). To deal with such dynamism in the environment,
organizational members enact their environments, but the understanding that
organizational members develop is always of the past (Pfeffer & Salancik, 1978) and
therefore the responses that the organization develops is also based on retrospective
enactment. Thus, there is an inevitable gap between what the environment is and what it
is understood to be and how it is to be responded to. No organization can bridge this gap
fully; they can only try and decrease it. As this gap between institutionalized
organizational learning and the environment increases, learning must come from
individuals, which happens when they start to recognize this gap which is manifested in
the problems that the organizations face. I call this process problem recognition. The
institutionalization of routines and the learning that takes place in an organization,
therefore, needs to be frequently revised. With a dynamic environment, some
organizations change by looking at similar organizations and striving to be isomorphic
(DiMaggio & Powell, 1983) but the more important objective is that organizations should
adapt because adaptation is key to dealing with environmental changes (Chakravarthy,
1982). This chapter contributes to the literature on change dynamics by explaining
change process through the evolution of response repertoire (i.e., learning occurs) which
is preceded by the sensemaking.

51

Most organizations depend on organizational learning and knowledge creation to
deal with the challenges of the so called knowledge-era. However, organizations
ultimately via their individual members and it is the individuals who ultimately act (Foss,
Husted, & Michailova, 2010) and are the instrument for an organization to learn, which is
why theories of individual learning are crucial for understanding organizational learning
(Kim, 1993). The creation of dynamic capability is the important element of dealing with
the challenges in which the informal experience accumulation is the lowest level
mechanism. Informal experience accumulation refers to the tacit learning over time that
accumulates with experience and it is this tacit learning that is used by individuals in
future to deal with the challenges (Swan, Scarbrough, & Newell, 2010) and it employs
the basic trial and error learning process that accounts for the learning curve (Gavetti,
2005). Beyond the informal accumulation of experience, individuals also engage in
interactions when they share their skills (Rrustemi, 2011) with others which leads to the
co-construction of the various situations and leads to collective development of response
repertoire which I call as collective learning. However, continual learning requires that
the process that organizational members use to share their skills must be reformed,
enriched and translated to be related to the enterprise’s identity (Karin & Rob, 1998).
Contribution
One of the contributions of this chapter is the specification of the nomological
network between the constructs of interest through the process model. In particular, I
believe that it is important to distinguish sensemaking from learning because currently
there is significant overlap in the literature from both these constructs. This distinction
also provides a foundation for future research that uses and/or relates sensemaking and
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learning. A summary of the comparison between sensemaking and learning is provided
in Table 2. The segregation of these constructs helps us to understand the role played by
problem recognition. It also helps us to better organize some of the activities and
processes that bring about learning as discussed in the literature. For example, according
to the popular multilevel iterative model by Crossan et al. (1999) intuiting is an activity
that “focuses on the subconscious process of developing insights” (p. 528) and involves
some kind of pattern recognition (Behling & Eckel, 1991). I believe that development of
insights and recognizing patterns does not lead to revision of repertoire and therefore
instead of being classified as a step for individual learning, it should be considered as an
integral part of individual sensemaking. There are two kinds of intuiting processes – the
expert intuiting, which involves recognizing patterns of the past and developing insights,
and the entrepreneurial intuiting, which involves discerning the possibilities of making
novel connections and perceiving new or emergent relationships that have not been
identified in the past (Crossan et al., 1999). In general, intuition requires one to think
beyond the conscious thought and make holistic associations of the pre-existing
knowledge with the new encounters to make judgment (Blume & Covin, 2011; Dane &
Pratt, 2007; Hodgkinson, Langan-Fox, & Sadler-Smith, 2008; Sadler-Smith & Shefy,
2007; Sinclair & Ashkanasy, 2005). Thus, previous experiences are important for a
person to engage in intuiting. This is completely in line with the presented model where I
show that previous experiences do impact sensemaking ultimately.
The presence of institutionalized cognitive frames facilitate expert intuiting
because institutionalized cognitive frames ensure that the learning from the past is made
use of and that work patterns from internal and/or external environment can be
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Table 2
Comparison between Sensemaking and Learning

Sensemaking

Learning

Sensemaking is related to stimuli

Learning is about the response to the
stimuli

Sensemaking is a descriptive process

Learning is a prescriptive process

Sensemaking constructs identity

Learning is based on identity

Sensemaking involves enactment

Learning is not related to enactment

Sensemaking creates meaning

Learning creates routines

Actions might occur during sensemaking
for improved understanding

Actions are a consequence of learning

recognized so that organizations can react to them based on the past experience. An
individual’s previous experiences are also instrumental to the extent a person can engage
in pattern recognition. However, if the only patterns recognized are those that have been
identified previously, then the sensemaking picture that will emerge will be similar to one
of the previous images and therefore it is less likely that the revision of response
repertoire (in essence, learning) will take place. This is because the same responses will
be used which at best can make organizational members more efficient, but will not make
them well equipped to respond to entirely new situations. To augment organizational
learning, it is important that new connections are identified and newer response repertoire
is developed. In other words, entrepreneurial intuiting should occur. Entrepreneurial
intuiting could be a result of the sudden flashes of brilliance or eureka moments (one of
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the functions of which is the extent to which an individual is immersed in organizationspecific problems; Koestler, 1976), or conscious efforts called attending (Kleysen &
Dyck, 2001; Zietsma, Winn, Branzei, & Vertinsky, 2002), or individual cognitive ability.
Response routines that are followed in the organizations are seen as “effortful
accomplishments” (Dionysiou & Tsoukas, 2013) and all efforts require attention. In my
model, I do take into account the attention given to the stimuli.
However, it is important to note that individuals in organizations are constantly
under pressure to achieve goals because of which it is difficult for them to attend to all
information that exist around them. In such a situation, individuals under bounded
rationality (Simon, 1972) selectively attend to information that they deem to be just
enough for their purpose or appropriate enough for them to achieve their objectives. It is
also important to note that the level of ‘selective’ attending may depend on several
factors (e.g., influence of powerful individuals, Cast, 2003; group dynamics, project load,
work stress etc.). Since attention and the efforts that one can expend are limited, one
ends up paying selective attention. This selective attending to information occurs not
only at the individual level but at the group level too. When groups share their
experiences, they come across various pieces of information that they might like to use
for their goals. Again, as in the case of an individual, groups also cannot work with
information overload and to manage operational objectives along with learning
objectives, they screen information and engage in selective attending process. Therefore,
I wish to state that attention is selective based on the previous experiences, cognitive
frames, and individual’s cognitive ability and bounded rationality.
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In addition to intuiting, Crossan et al. (1999) proposed three more processes
(interpreting, integrating, institutionalizing) in their 4-I model. I attempt to see how a
juxtaposition of those processes appears on the model presented in this chapter and where
these processes can be mapped on to the presented model. I find that ‘interpreting’ which
is “the explaining, through words and/or actions, of an insight or idea to one's self and to
others” (p. 525) is a process that leads to the evolution of a “common language”. The
process of interpreting does not result in the revision of response repertoire directly. It
only shapes perceptions and explanations about the stimuli among the collective entities
of the organization, and therefore, the link from individual sensemaking to collective
sensemaking in the model accurately depicts this process. Integrating is defined as “the
process of developing shared understanding among individuals and of taking coordinated
action through mutual adjustment” (p. 525). I acknowledge that for revision of response
repertoire (i.e., learning) at the collective level, the development of shared understanding
is important. If the shared understanding does not evolve, the response repertoire will not
be accepted by the whole group. The link from individual learning to collective learning
represents this process in the model. The fourth process in Crossan et al.’s (1999) model
is that of institutionalizing which means that the routinized actions must occur. While I
do not have an ellipse or arrow that represents this process, I do recognize the impact of
institutionalization through the link from ‘learning’ to ‘previous experiences & cognitive
frames’. Based on the definition of learning that I have adopted, learning is simply the
revision of response repertoire for better performance and the repetition of actions based
on the response repertoire is not a part of the definition of learning. I do however suggest
that the routinization of response repertoire is likely so long as the stimuli and other
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environmental conditions stay the same, but that does not augments the learning
significantly. Zietsma et al. (2002) added another process called ‘experimenting’ to
Crossan et al.’s (1999) 4-I model. Experimenting efforts “add substance to their
[organizational actors’] cognitive interpretations” (p. S63) and therefore I believe that
experimenting helps the organizational actors to know what could work and what could
not. Thus, it would help the actors in uncovering the problems that and impact the
revision of response repertoire. In the model presented in this chapter, even though I do
not have a specific link showing the process of experimenting, but I view it as a part of
problem recognition. Based on the above discussion, I believe that another contribution
of this chapter is to clarify various overlaps in the existing literature on learning and
present the process model as a viable future research foundation.
While I acknowledge that not all behaviors that solve problems are necessarily a
result of problem-sensing behavior (March & Olsen, 1975), when it comes to intentional
problem solving, problem-sensing (or recognizing) does lead to problem solving
behaviors (Kiesler & Sproull, 1982), which then leads to new episodes of learning. Some
routes for engagement in learning behavior that are deemed appropriate in their internal
context are accepted (voluntarily and/or involuntarily) and evolved in the organizations.
The dominant approach over time gets institutionalized. The above mentioned episodes
of learning develop with the individual embedded in these already existing
institutionalized learning contexts. Existing employees to a large part are influenced in
their learning behavior by this institutionalized frame but it is the new employees who
feel its presence more than the existing employees. Problem recognition increases the
probability of learning that can develop within the institutionalized frame of learning by
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looking/questioning beyond the institutionalized frame. Similarly, while personal
learning and experience does lead to intuiting, problem recognition increases the
probability of newer learning to develop along with an individual’s knowledge and
experience through the learning processes at individual and group level.
Practical Implications
Rapidly adapting to the environment through change has become more crucial in
recent decades (Piderit, 2000). Organizations can be seen as entities that try to learn so
that they can change accordingly to achieve a fit with their environment (Beer, Voelpel,
Leibold, & Tekie, 2005). In the introduction section of this chapter, I mentioned that
change initiatives often fail and have not yet been fully understood. Towards the end of
the chapter now, I can say that I not only developed the nomological clarity (as promised
in the beginning) and theoretical propositions, but also present a model that is useful for
practitioners and has important future research implications. The model suggests that
when a change initiative is brought in the organization, organizational actors (both
individuals and collective entities) engage in the process of sensemaking within the
boundaries of previous experiences and cognitive framework. If the constructed image of
the stimuli that results from sensemaking is not too different from the older way of
carrying out the activity for which the change is brought in, the actors are less likely to
revise their response repertoire. If the organization has strong institutions, the actors
might be unknowingly inclined to think only within the institutional logic and end up
with no revision of their response repertoire even for a new change initiative. Not only
the organizational framework, but also the social forces or personal experiences of the
actors might influence their reaction and therefore, the likely probability to learn. For a
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change process to be successful, organizations might like to facilitate the construction of
a perception of the stimuli amidst the organizational actors that lets them revise or change
their response repertoire in the desired direction. If the organization does not apriori
know the direction it wants its actors to take, it might as well want the existing cognitive
frames to be loosened and can make efforts in that direction so that the actors can think
freely about the probable responses and are willing to revise the existing response
repertoire. A practical implication of having problem recognition as an important
construct is that understanding learning through problem recognition shifts the focus
from the comprehensive construct and goal of learning to a more specific goal of problem
recognition. In practice, if managers in organizations focus on ‘problem recognition’,
then the propensity of organizations to learn would increase. Managers in organizations
will also be able to enact their environment in a much better way by putting much more
emphasis on problem recognition.
Limitations and Future Directions
Despite the research in the area of organizational learning, we do not yet fully
understand why some organizations learn and change faster and better than others. My
research model and propositions are a definite step in that direction, but I do not claim
that they provide answers to all the questions. Problem recognition as a construct has
important future implications in both research and practice. It is quite probable that
organizations in different industries employ different problem recognition styles. A
cross-cultural analysis of problem recognition might help us discover different
approaches to a successful change across cultures. One major limitation of this chapter is
that it does not suggest any way to operationalize various constructs for testing the
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model. Although any attempt to test the model will only add to the future research, my
motive behind proposing the model was to be able to explain the learning process in the
organizations. Another limitation of this chapter is that it does not describe the various
steps of problem recognition and only applies it for understanding sensemaking and
learning.
I also did not take into consideration the group identity and group dynamics
variables in the model. It is likely that groups with higher levels of cohesion might find it
easier to evolve the collective sensemaking and agreement on the revision of response
repertoire which will result in group-learning. Individual level personality variables
might have an impact on individual sensemaking process. Research in this direction
might add further value to the presented model. The role of emotion and power is a
growing area of research in organizational learning and change. I suggest that emotions
might play an important role at the arousal stage of the precursors of sensemaking and in
the revision that one may propose to the response repertoire. Different levels of
emotional attachment to the stimuli may elicit different kinds of proposals for change in
the response repertoire. Power may play a major role in the sensemaking process and the
evolution of the responses. Thus, while this chapter does not directly provide answers to
the questions regarding the influence of emotion and power on the sensemaking and
learning process, the model presented here does provide a platform for future research in
this direction.
Conclusion
In this chapter, I proposed that problem recognition is an important concept along
with sensemaking and organizational learning to understand the process of change. An
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in-depth conceptualization of these concepts in the organizational learning process model
was done with relevant research propositions. Research suggests that failures lead to
more learning inside the organizations (Madsen & Desai, 2010) and therefore it becomes
critical to recognize the failures and their causes, in other words, problems. The major
contribution of the chapter is that it clarifies the relationship between the principal
constructs of sensemaking, learning, and change. Previously, sensemaking and learning
seemed to be conflated in organizational theory literature. I dissected these two
constructs to understand how sensemaking, which is about the construction of stimuli,
precedes learning, which is about responding to the stimuli. Another benefit that comes
with the segregation of these constructs is the demonstration of the value of problem
recognition for learning. Additionally, the chapter makes an attempt to integrate and
understand how various processes of the model in Crossan et al. (1999) and Zietsma et al.
(2002) map on to the model in this chapter and help us develop a better understanding of
organizational learning (Crossan, Maurer, & White, 2011) to explain change. The model
presented in the chapter has theoretical and practical implications and can serve as a
foundation to understand the impact of various other factors, such as power and emotion,
on the change process. Problem recognition as a concept has the potential to help
scholars to develop theory on organizational learning processes.
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Chapter 3: Sensemaking of ‘Direct’ Technology: A narrative analysis

ABSTRACT
Numerous changes in the healthcare context because of the enactment of Health
Information Technology for Economic and Clinical Health Act and the establishment of
Office of National Coordinator for Health Information Technology require the healthcare
providers to engage in meaningful use of their electronic health record systems. Stage 2
of meaningful use can be achieved through the use of a technology, called Direct
technology (developed by Direct Trust group), that facilitates secure point to point
communication between healthcare providers and electronic referrals through continuity
of care documents. In this article, I analyze qualitative data collected through semistructured interviews to construct narratives for showing the sensemaking as it occurs
among healthcare providers in West Tennessee and contribute to the literature on change
management by demonstrating a link between sensemaking (through narratives),
learning, and change. The narratives constructed in this chapter indicate a sense of hope
with respect to the utility of the Direct technology but disappointment with the
introduction and support for the technology by the state Office of eHealth Initiatives and
the state regional extension center.
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Sensemaking of ‘Direct’ Technology: A narrative analysis
People are always tellers of tales.
They live surrounded by their stories and
The stories of others; they see everything
That happens to them through those stories
And they try to live their lives as
If they were recounting them.
- Jean-Paul Sartre
Information in general is critical for any management process; in modern
medicine, it is regarded as the lifeblood that needs to circulate well among the providers
to ensure a better quality of healthcare for the patients (Blumenthal, 2010). With this in
mind, the Bush administration as early as 2004 contemplated bringing in healthcare
management reforms that finally were brought into shape by the Obama administration
through the enactment of the Health Information Technology for Economic and Clinical
Health (HITECH) Act, which forms a part of the American Recovery and Reinvestment
Act of 2009. Healthcare management in the United States has not been the same since
then. The Federal Government took a series of additional steps to ensure that the
healthcare reforms would take shape on the ground as envisaged. Some of these steps
consist of the establishment (in 2004 by the Bush administration) of the Office of the
National Coordinator for Health Information Technology (ONCHIT), the creation of
Regional Extension Centers, and provisions for various extrinsic incentives (many of
them monetary) for meaningful use of the electronic health record (EHR) keeping
systems for improving the ability to study the health problems and deliver care to
individuals and the general population through increased transparency and efficiency
(Friedman, Parrish, & Ross, 2013).
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Despite the above efforts, research on the usage of EHRs does not show
encouraging results when it comes to embracing the technologies and tools meant for
increasing the meaningful use in the United States. This is evident in the relatively low
(~2%) expenditure on health information technology (Gupta & Murtaza, 2009).
Researchers have put forth various reasons for this empirical anomaly wherein providers
do not seem to be interested in something that will improve their workflow and
performance, lower healthcare costs, and allow more patient involvement (Weeks,
Keeney, Evans, Moore, & Conrad, 2015; Xierali et al., 2013). As pointed out in chapter
1 of this dissertation, 74% of U.S. physician EHR adopters in 2011 said they believed
that using EHR enhanced overall patient care, and 85% reported they were very satisfied
(38%) or somewhat satisfied (47%) with their systems (Jamoom et al., 2012); yet
healthcare providers have been slow to adopt them (DesRoches et al., 2008; Furukawa,
Raghu, Spaulding, & Vinze, 2008; Jha et al., 2009; Karsh, Weinger, Abbott, & Wears,
2010; Pedersen & Gumpper, 2008; Porter, 2013). Lack of standards and the perceived
fears of private information getting hands into the wrong hands might be a possible
reason for the delay and slow adoption of EHRs (Huslin, 2009). In addition, (Karsh et
al., 2010) describe many fallacies associated with use of health information technologies.
The entire HITECH Act seeks to further the interests of citizens by pursuing the
goal of better healthcare quality and delivery. To this end, the law was enacted,
amended, and various structural systems were created. One of the efforts in the direction
of improving the healthcare quality was the development of a secure messaging protocol
– named Direct exchange – which was “developed by a public-private collaboration
called the Direct Project, sponsored by the Office of the National Coordinator for Health
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IT (ONC), starting in 2010” (“directtrust”, 2014). The primary purpose for developing
Direct was to facilitate the exchange of health information between providers whether or
not they used the same EHRs. Before the advent of Direct, only those providers were
able to exchange information with each other that used the same EHRs. In this chapter I
concentrate on how providers reacted to the Direct exchange technology that was made
available to them. To accelerate the meaningful use of the EHRs by providers,
information about the Direct exchange service was disseminated through the regional
extension centers (RECs) However, it is important to note that ultimately it is the
providers and users – human beings – who operate and work with any kind of structure
and system; and despite well-designed structures and systems, the users’ reactions to any
change initiative holds the keys for success of the change. A recent survey-based study
concluded that the Centers for Medicare and Medicaid Services (another agency in the
whole structure designed to encourage meaningful use) needs to engage with eligible
professionals to plan for more meaningful use of the program and for providing support
towards its achievement (Weeks et al., 2015). With fears of a growing backlash among
healthcare providers about the EHR initiatives (Charette, 2013) and the findings by
Weeks et al. (2015), it becomes pertinent to ask: What do the providers think as they
encounter a change initiative, for example, the use of Direct technology to facilitate
interoperability, for improving their operations? In this chapter, I seek to answer this
question through the sensemaking perspective by employing the narrative analysis
technique on the primary qualitative data collected from a few providers.
In the remainder of this chapter I first review the sensemaking literature and its
applications, justifying the sensemaking perspective as the right approach towards
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answering the question that I raised in the preceding paragraph. Next, I describe the
setting where I collected the data, followed by an elaborate description of and
justification for the choice of methodology I used to answer the question. Then, I relate
the findings along with a discussion of the findings and their implications.
Sensemaking
In the management literature, learning and sensemaking are the most prominent
explanations of change. In this section of the chapter, I argue that sensemaking is the
preferred theoretical perspective to answer the question that I raised in the earlier section.
Sensemaking is about retrospectively making sense of the world (Weick, 1995) by
organizations whose active agents construct sensible structures (Huber & Daft, 1987) and
thereby “structure the unknown” (Waterman, 1990). As noted in Chapter 2 of this
dissertation, sensemaking is viewed as a thinking process that uses retrospective accounts
to explain the anomalies and/or the novelties that an organization faces:
Sense making can be viewed as a recurring cycle comprised of a sequence of
events occurring over time. The cycle begins as individuals form unconscious and
conscious anticipations and assumptions, which serve as predictions about future
events. Subsequently, individuals experience events that may be discrepant from
predictions. Discrepant events, or surprises, trigger a need for explanation, or
post-diction, and, correspondingly, for a process through which interpretations of
discrepancies are developed. Interpretation, or meaning, is attributed to surprises
… It is crucial to note that meaning is assigned to surprise as an output of the
sense-making process, rather than arising concurrently with the perception or
detection of differences. (Louis, 1980, p. 241)
What is clear from the above is that sensemaking is essentially initiated by some
triggering event that usually is unexpected and/or entirely new. Research in the area of
sensemaking conjectures that sensemaking at an individual level is a singular activity that
has been understood as a process in which individuals develop cognitive ability to
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understand their environment (Gioia & Chittipeddi, 1991; Ring & Rands, 1989).
However, Weick (1995) later said that “sensemaking is grounded in both individual and
social activity” (p. 6). Using qualitative methods, Maitlis (2005) conducted an empirical
study with three British Symphony orchestras where she explored whether or not there
was a pattern of accounts and action associated with the social processes of sensemaking.
Her findings revealed four forms of organizational sensemaking in that context. The
important thing to note from the above is that sensemaking at an organizational level was
characterized as a social activity. This social activity entails an enactment of an
environment through a retrospective analysis of a fuzzy/new situation, which might then
be used in the future to make sense of similar happenstances, making it useful for an
organization. By a continual enactment of the environment in which they operate, the
organizations are therefore always engaged in sensemaking.
Additional research on sensemaking as an organizational activity has been done in
strategic management since the seminar piece by Gioia and Chittipeddi (1991). Research
connecting organizational learning, knowledge management, and sensemaking to
strategic learning (Thomas, Sussman, & Henderson, 2001) and another study about
strategic sensemaking (Rouleau, 2005) indicate that sensemaking spreads throughout an
organization. And as it spreads, it becomes instrumental in an organization’s response to
the change. With the dynamism in the environment increasing every day, organizations
increasingly have to respond to situations that are less clear, new, and that demand more
attention. In this business landscape, sensemaking is a critical activity that organizational
members engage in as it essentially helps organizations understand their environment
better. It is therefore the primary theoretical concept that helps academicians develop an
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understanding of how organizations understand their environment. More recently,
Maitlis and Christianson (2014) suggested that sensemaking is the essential concept that
helps the organizations and its members respond to any change by extracting cues from
the environment. In this chapter the primary motive for asking the question of what
providers think about the change initiative is to ultimately solve the change puzzle. And
sensemaking, as indicated above, is the perspective that can help in developing an
understanding of people’s construction of events around the change initiative.
Clearly therefore, sensemaking seems to be the right approach to understand what
might be going through the minds of providers and users concerning the new change
initiatives. However, I have not yet clarified why learning is not the concept I used
instead of sensemaking. In Chapter 2, I adopted the definition of learning offered by
Christianson, Farkas, Sutcliffe, and Weick (2009) according to which learning involves
revision of various routines, rules, and procedures in the organization that supposedly
leads to better performance. However, any revision of a well-established approach to a
stimulus in an organization may not take place until the stimulus has been understood.
The research question for this chapter focuses on sensemaking as the process
organization and individuals use to make sense of stimuli leading to change rather than
on learning as the response of organizations to the need for change.
A caveat to mention at this stage is that even though learning and sensemaking
appear to be similar because both imply some degree of interpreting activity that goes
along with both, the term interpreting is used with a different meaning for each concept.
In the learning literature, interpreting is depicted as an important process in one of the
most accepted models given by Crossan et al. (1999), who define interpreting as “the
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explaining, through words and/or actions, of an insight or idea to one's self and to
others.” Thus interpreting as a process subsumed by learning literature is about
explaining the idea to others while, on the other hand, sensemaking is understood as
materializing the meaning of situations, organizations, and environments. This might be
accomplished through “language, talk, and communication” and “involves turning
circumstances into a situation that is comprehended explicitly in words” (Weick et al.,
2005, p. 409). Thus, sensemaking comes before learning and is the first hand
construction of events/stimuli encountered by the subject and is therefore the right
perspective to use in this chapter to understand how the users of the change initiative
react to the stimuli (in this case the implementation of “Direct” technology).
Sensemaking not only involves interpretation of what is going on but also
combines the interpretation with the action and it is usually expressed in the symbols and
language that the actors in the organization use. It is important to understand the
background in which sensemaking occurs and then the language and symbols that are
used. Therefore, I describe the setting in which I observe the sensemaking towards the
healthcare change initiative (that of using Direct exchange technology) and then I move
on to the discussion of the appropriate methodology to use for bringing out the
sensemaking that the actors in the family medical practice underwent, and the methods of
data collection that I used to conduct this study.
Research Setting
As discussed previously towards the end of Chapter 1, a preliminary examination
of the data about the usage EHR across United States indicated that Tennessee is one of
the few states where, compared to the national average, the adoption of at least a basic
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EHR is significantly lower (Charles et al., 2013). This, along with the convenience of
conducting a study in the state where I resided, made me inclined to conduct my research
in Tennessee to understand how a particular healthcare technology change initiative, the
Direct messaging service, is perceived by the providers and users. For the purpose of this
chapter, I collected my entire data from two hospital facilities located in a Mid-South
metropolitan area. Most of my data was collected at Family Healthcare1, a family
medical center located in the metropolitan area of a Mid-South city in the United States,
and some of the data was collected at an internal medicine facility called Mid-South
Medico located in the same metropolitan area.
During one of the interviews, the Chief Financial Officer of Family Healthcare,
Jack Holcomb, said,
Family Healthcare started in August of 2003. It was previously a … one of three
locations of … [another family medical center] … and then in 2003, basically, those
practices started to split up. This location, my brother, Dr. Holcomb, along with a
couple of the other providers, broke away … and basically started using this location,
and then, that's when the Family Healthcare actually formed.
Kelcy Haines, the Manager of Research, Nursing, and Industrial department Family
Healthcare, said that Family Healthcare “is generally looking at any stage of life, so from
infant, you know, from right after birth to last stages of life. So, we're going to see that
person for wellness, for sickness, anything, all stages of life.”

1

Family Healthcare is a pseudonym. Similarly, other names of the facilities, departments, and the
personnel mentioned in this chapter are also pseudonyms. This is done to protect the identity of the
organizations, and the actors.
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Family Healthcare is owned by Dr. Spencer Holcomb who is also the Medical
Director of the facility. He is assisted by his brother Jack Holcomb who is the Chief
Financial Officer and Administrator, and a group of 10 healthcare providers. The facility
is organized into five departments – the research and nursing department, the laboratory
department, the front-desk and billing department, the referral department, and the
information technology (IT) department. Managers of all departments report to Jack
Holcomb, and Jack along with a doctor – who is the chairman of the quality improvement
committee and whose work title is the Lead Physician – report to Dr. Spencer Holcomb.
The facility provides services ranging from routine health-checkups and general
healthcare education to non-routine services like tympanometry and well-woman screens.
Family Healthcare has about 62 employees; and on a typical day, all the doctors and
nurse practitioners taken together provide medical care to about 80-100 patients.
Upon entering the Family Healthcare facility, patients find themselves in a little
hallway that has three front desk operators ready to help anybody who walks in.
Computers are on a console behind a chest high counter. There are chairs on both sides
of this hallway where the incoming persons (patients or others) can wait if the three front
desk operators are assisting those who came in earlier. Once the patients get to these
operators, they are asked to fill out a form that is used to verify the date and time of the
appointment available to view on the computer screens. The operators also verify the
insurance details and history of the patient by going over Internet. Once both these
verifications are done, the co-pay fee is collected and the patients are told to wait for the
visit. The networked computers keep updating for all three operators as soon as the
patient is checked in. The patients wait in the adjoining hall space to the right of the
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check-in counter. The waiting time for a typical patient varies depending on the
provider’s preference. One of the front desk operators informed me that very often, the
facility collects some health information on certain parameters for better population
health management, for example, during my visits and observations at the facility, the
patients were asked for information on various allergies and diseases.
The operators print out the patient details and place it into a file, which is then
placed in a designated rack on the other side of the check-in counters. Different colored
files are used for different doctors so the nurse assisting a particular doctor that day can
easily pick the right files. As soon as the nurse has dealt with the previous patient, she
takes a look at information in the file about the next patient and calls the patient in and
seats the patients in the patient-room. The information on file typically is the patient
history, the medicines, and the vital signs, which are then entered into the electronic form
of the software, and based on which the nurse might suggest some kinds of laboratory or
other tests that need to be done. The suggested tests, if any, are then communicated to
the patient sitting in the patient-room by the nurse who then comes out of the room. The
patient may decide to get all the tests done or not get all the tests done and it is left to
patient to decide whether or not to place an order. Patients who do not want to have any
tests and end the visit may leave at that time. But if the patients agree to get the tests
done, they place the order, after which the nurse sends them to the in-house laboratory.
Once the patients have undergone the tests, they come back and are seated in the patientroom once again to wait for the doctor. If no tests are suggested, the patients waits for
the doctor. The doctor visits the patients in the patient room, diagnoses them, advises
them, and prescribes medicines, etc. After advising the patients, the doctors go back to
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their room, generally or depending on the patient’s diagnosis, they might advise the nurse
about the patient, for example about diet, more tests in-house or at another laboratory,
referral to another facility, or to go home etc., which is communicated to the patient by
the nurse.
Family Healthcare uses the NextGen EHR system, which helps them in
information sharing across departments (the laboratory department is the exception and
uses the Orchard Harvest software system) for efficiency in their operations. One of the
prime concerns is efficiency in communication across operations at the facility.
According to Jack (CFO and administrator),
that [communication] is one of the things that, and again this kind of goes back to
the whole thought process of the patient-centered medical home. The thought
process there is that you're working the practice, and our employees are working
directly with the patient on overseeing and administering their complete health
are. And so in order to be able to provide that, getting access to the information
and then being able to provide that access to that information to the patient, in a
timely manner, is critical.
When prompted for some examples of the efforts and the parties who are involved in the
process of efficiency with communication at the facility, Jack answered:
It's really going to be all across the board, because I can give you several
different examples. One of them would be, as far as on … within the lab, when
we're sending the lab out, it's basically a minimum of three days before we're
getting a lot of that information back in. Can we work with the lab? Can we work
with, as far as the vendor that we're sending it out to, and the lab that we're
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retrieving it back from? Even though all that's done electronically, it seems like
you should be able to send it out and get it back quicker than a three day period
of time. We've asked the IT people to take a look and work directly with you know
the different vendors to see whether or not that time frame can be shortened up.
Then, you've got the information that was sent out. It's not getting back for a
period of three days. Okay. How long is it taking the provider once the
information gets back? How long is it taking them to then get that information,
analyze it, and put whatever their findings of that are, and then relaying that
either to the patient and/or the nurse, to contact the patient. What we're trying to
do is shorten the time frame on that. The other aspect of it is, you send people
out, whether you're sending them to the hospital to have tests done, whether
you're sending them to have a CT done, whether you're sending them to have a
mammography done. Whatever other tests that you may be sending out for… you
know what's the time frame that that request is put in, to get that referral out?
How long is it sitting in the referral department? How long does it take them to
get that referral done? Once they have the tests performed, how long is it taking
that entity to get the information back to us? How long is it sitting here before it's
looked at, before we have to relay that back out?
It was evident that the administration and involved departments were very keen to
improve the information sharing capacity at the facility. Dr. Holcomb, the owner and
medical director, wanted to have all the information shared electronically and lamented
that “the one thing that just drives me nuts is having paper and having printers when
we're supposed to be quote-unquote paperless you know.” The major focus of the
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administration was to be able to reduce the time that the referral department spent on its
referrals. The Direct technology provided by the Informatics Corporation of America
(ICA) had been used by the facility over the past 17 months. Despite this, the IT
manager, Courtney Lenort, said that they “just recently hired an additional person in the
referrals department because they were so far behind, and they were … you know several
weeks out in referrals.” Clearly, there was some problem with the usage of the change
initiative (using the Direct technology) at Family Healthcare. It was certainly not
working as well as the ONCHIT had hoped for. The focus of this chapter is to do an indepth analysis using appropriate methodology – that I discuss in the next section – of
how the introduction and usage of Direct technology was perceived by users of the
technology at Family Healthcare.
While developing an understanding of the sensemaking of Direct technology by
the providers at one facility, I wanted to get additional perspective from another facility
in the same geographical region. To this end, I reached out to another facility – MidSouth Medico, which was owned by Dr. Jamila Khattab and Dr. Abasi Halim. During
our conversations, Dr. Halim said that Mid-South Medico was a “privately owned
practice” that used to be a practice under the Methodist hospital until 2000 after which it
became independent. Mid-South Medico is an NCQA certified patient centered medical
home, which means that they provide a well-coordinated sensible approach to their
patients’ needs by putting their patients at the focal point of the practice. This was
brought about by three primary care providers who were assisted by five staff members to
provide their patients comprehensive care. Patient medical records at Mid-South Medico
were maintained through Greenway’s Intergy Practice Management Solution package.
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Dr. Halim used Direct technology for doing the referrals and during my interactions
showed me how he does that quite frequently. However, he remarked that “what I am
showing you is the final project but actually, to do this I sweated a lot...” The focus of my
endeavor in this chapter is to also unpack what Dr. Halim meant by “sweated a lot”
through his narrative in contrast with what I learned from Dr. Holcomb’s facility.
Methodology
In this section, I describe the methodology I employed for this research.
Methodology is defined as “the strategy, plan of action, process or design lying behind
the choice and use of particular methods and linking the choice and use of methods to the
desired outcome” (Crotty, 1998, p. 3). For my use in this study, I chose a methodology
that is geared towards the desired outcome, which was to develop the sensemaking
towards Direct technology at Family Healthcare. Therefore, it was important for me to
choose a methodology that was well suited to develop the sensemaking, which essentially
is developing the meaning of the encounters. Advocating a qualitative approach for
research in healthcare, Holloway (2005) said that “the meanings that health professionals
give to their work will only be uncovered if researchers observe their interaction with
clients and ask them about their experience” (p.1). Maitlis and Christianson (2014) note
that sensemaking has some key ontological differences when compared to other
processes and therefore encourage researchers to use novel methods like narratives,
metaphors, and situated discursive practices in sensemaking research; in fact, “most
current accounts of sensemaking describe sense as constructed in language and shared
through narrative” (p. 99). Past research has focused on deciphering the narratives
embodied in conversations, storytelling or written and spoken texts, gossips, jokes, and
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discussions (Balogun & Johnson, 2005). Literature review in the area of narrative
analysis also informs that individuals put their sensemaking experiences in a narrative
form (Bruner, 1990; Feldman, Sköldberg, Brown, & Horner, 2004; Gee, 1986; Mishler,
1986; Riessman, 1993).
Sensemaking is essentially the act of enacting reality (Weick, 1995; Weick et al.,
2005), and narratives have been seen as ways to enact reality through discourse, give
meaning and existence to events, and organize the world (Goodman, 1978; Lanzara &
Patriotta, 2001). “Narratives provide a fundamental medium” for developing the
everyday character and help us to understand “how meanings are selected, legitimized,
encoded, and institutionalized” (Patriotta, 2003, p. 351). Hardy, Gregory, and Ramjeet
(2009) further highlight the utility of narratives in healthcare research and suggest that a
much more inclusive research is likely to result that can have transformational effect on
informants and researchers alike. For these reasons I chose narrative analysis as the
preferred methodology for this research that would lead to the construction of narratives
to understand the everyday discourse in organizations. The methodological choice, thus,
has its basis in the theoretical perspective and the research question that was asked. I
now discuss what narrative analysis is and then present a summary of my data collection
approaches followed by a report of how the data analysis was conducted.
Narrative Analysis
In general, much of the research endeavor (e.g. interaction with research materials
and informants) entails storytelling and the use of narratives as a research methodology –
narratology. This approach gathered momentum as the development in the European
theory set the stage for the “narrative turn” (Bakhtin, 1981; Barthes, 1974; Ricoeur, 1981,
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1984) in the 1960s. Every methodology is founded on some ontological and
epistemological premises. Narrative analysis as a methodology recognizes and/or
assumes that the stories told by the informants help the researcher to get access to the
lived experiences of the informants (Sandelowski, 1994). At its core, narrative analysis is
concerned with “how protagonists interpret things” (Bruner, 1990, p. 51). Narrative
analysis is a qualitative technique that uses analytic processes to detect the main narrative
themes by segregating the plots from the conversation accounts that people give about
their lives and thereby “discover how they understand and make sense of their lives”
(Thorne, 2000, p. 69).
One of the most cited works on how to conduct narrative analysis is by Riessman
(1993), who suggests that narratives are created by an interaction between the informant
and the researcher. She presents a five stage process that can be used by researchers to
conduct narrative analysis. The first stage is that of attending, which refers to the
experience or encounter as it happens to the subject or observer engaged in the first-hand
experience. The next stage is that of telling, which refers to recounting the experience as
it was and putting it into words. To be analyzed, what is told needs to be put on paper
and therefore the next stage is that of transcribing. The quality of transcribing is crucial –
and I will come back to it in the discussion section of this chapter – to the quality of an
analysis. The next stage is that of analyzing the transcribed data, and the last stage is the
reader reading the analysis. The occurrence that goes around those who observe is put
into words and “with narrative, people strive to configure space and time, deploy
cohesive devices, reveal identity of actors and relatedness of actions across scenes. They
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create themes, plots, and drama. In so doing, narrators make sense of themselves, social
situations, and history” (Bamberg & McCabe, 1998, p. iii).
Traditionally, narrative analysis was used for deriving the narratives of life
histories. Research on narrative analysis as a methodology describes a structural
approach (Labov, 1972, 1982; Labov & Waletzky, 1967) that is generally used to conduct
such life history analyses. This approach has six elements – an abstract, orientation,
complicating action, evaluation, resolution, and coda – that embody a sequential structure
to the narrative construction. The question that drives this approach is “what happened
next.” Labov's model assumes that “narrative is a relation among clauses rather than an
interaction between participants” (Langellier, 1989, p. 248), and this model can be used
to conduct the narrative analysis that leads to the generation of the sequence of stories in
a way that highlights the features of themes and linguistic features of the interaction that
the interviewer has with the teller. But according to the five stage process, narratives
cannot be created until there is an interaction between the teller (of what happened) and a
listener. What is said (ideational), how it is said (textual), and in what context it is said
(interpersonal) are very important and it would be unwise to ignore any of the
aforementioned three elements in any inquiry that takes an interpretive approach. Taking
this into consideration, another school of thought – the Personal Narratives Group –
emerged that emphasized that not only is context important but it is multilayered with
several factors like gender and race that go into the interpretation of narratives (Personal
Narratives Group, 1989a). I use Riessman’s (1993) approach of constructing personal
narratives with reference to social discourse in which the actors are situated. It was
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therefore important for me to collect my data in a way that could help me understand the
context and the social interactions.
Since I framed my study in the interpretive paradigm, it is important that instead
of the conventional positivistic criteria of internal and external validity and reliability, I
establish the trustworthiness of my data (Denzin & Lincoln, 1994; Lincoln & Guba,
1985; Padgett, 2008). Denzin and Lincoln (1994) suggest the following four factors to be
considered to establish trustworthiness of the data: credibility, transferability,
dependability, and confirmability. To establish credibility, I employed triangulation of
interview transcripts, documents, and observations to counter problems with retrospective
data (Eisenhardt, 1989) I also gave the transcriptions of the semi-structured interviews to
the informants and sought their feedback in case there was anything that they found
disagreeable. Transferability refers to the usefulness of the findings of this study to other
studies in this area. Complete transferability of the narratives is not advised because of
their paradigmatic roots, according to which a significant factor that shapes them is the
context. Therefore in different contexts, different narratives are likely to emerge.
However, to facilitate the use of the idea of sensemaking that could be gained, I presented
a “thick” description of the context, data, and its analysis along with the user narratives.
A study is said to have dependability and confirmability if it has the internal coherence of
the data in relations to findings, interpretations, and recommendations (Denzin &
Lincoln, 1994). To enhance the dependability and confirmability of the study, I reached
out to another doctoral student from the Department of English at another university to
discuss the emergent sections of the narratives that I came up with. A high degree of
agreement was achieved to ensure sufficient levels of dependability and confirmability.
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Data Collection
Data collection methods are dependent on the methodology that is chosen based
on the research question. The primary phenomenon of interest for this research was to
understand sensemaking due to a change initiative. In consultation with the dissertation
committee, it was found appropriate to collect data over time (i.e., longitudinal data), to
observe the change initiative as it took place and its impact to understand the contextual
factors as they played out in the field. A request was sent to the Institutional Review
Board (IRB) of the University of Memphis (see Appendix E for consent form) seeking
permission to conduct this research, which was approved with the IRB ID # 2707
assigned to this research.
The data collection started with unobtrusive non-participation observations of the
facilities when the Direct technology enabled accounts were being set up for the various
users at Family Healthcare. I spent a few additional days at the facility to understand the
workflow (that I described earlier in the section on the research setting). During this
time, I made non-participant observations from the check-in counter of the facility to
various sections and departments of the facility. This was followed with nine semistructured interviews of personnel across departments. The objective behind the semistructured interviews was to draw retrospective accounts and current data for
understanding the sensemaking associated to the Direct eShare technology at Family
Healthcare. After consultation with the dissertation committee, I developed the protocol
for the semi-structured interviews and an interview guide (see Appendix F). The
interview guide was prepared to focus on specific items that are considered important for
the examination of the study; however, by no means is the interview guide a rigid set of
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questions. I included questions in the guide that related to the past because in the process
analysis, events and chronologies are crucial building blocks (Pettigrew, 1997). The idea
behind developing the interview guide was to ensure the clarity of the research objective
and during the interviews to keep the focus on the interoperability aspect of patient
information sharing through eShare technology across practices.
A guarantee and promise to keep the information anonymous was made to each
informant. Most interviews were about 60 minutes long and the informants were told
that they did not have to answer all questions.

Also, any break in between would be

agreeable to me. I started the semi-structured interviews with Dr. Holcomb, the owner
and medical director of the facility and thereafter I followed a mix of purposive sampling
and snowball sampling strategy for reaching out to those members from Family
Healthcare who were either assessed by me to be associated with the use of Direct
technology or were referred to me by the informants during their interaction with me. As
the interviews were conducted, short memos were written at the end of the day to reflect
upon the emergent information from the personnel. This process of reflection influenced
the questions asked of the subsequent informants. Most of the questions asked in the
semi-structured interviews were open-ended questions with minimum interruption from
me, other than the spontaneous acknowledgment with “umm hmm” to signal my interest
about the conversation. There were a few confirmatory questions from me which mostly
read “so, if I understand it correctly, is a-b-c so-and-so?” The conversation revolved
mostly around the use of various communication processes, tools, technologies and
whenever the informant focused on telling anything problematic, then I sought more
explanation to unpack the discussion further. This yielded greater elaboration on various
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issues that were not-so-familiar to me. Observations and semi-structured interview were
also used to collect data at Mid-South Medico. During the interviews and observations,
personnel were often asked if they could provide some documents to help develop an
understanding around the sharing of information. Secondary data documents, for
example, continued care documents, patient referral forms, etc., in printed form were also
collected.
Attending was the first stage in the five processes of narrative analysis and data
collection related to my analysis process. During the observations, I was attending to the
occurrences around me and recording what I observed in an audio digital-recorder. This
recording was actually the telling stage of the narrative analysis process. Although not
everything can be attended and not everything that is attended can be told and recorded,
every effort was made to bring out thicker descriptions in this stage. The informants
were those who had engaged previously in attending and during the interview were
telling. While I focused on asking questions about the informants’ experiences regarding
their experiences during the setting up and the use of Direct technology, I sought
explanations regarding the contextual factors at the facility as well (see Appendix F). All
semi-structured interviews were digitally audio-recorded and transcribed verbatim with
notes made about pause and intonation as far as possible. The transcriptions of the
interviews were shared with the informants to seek feedback over any errors or
misrepresentations.
Data Analysis
The aim of the analysis is “to account for and explain the what, why and how of
the links between context, processes, and outcome” (Pettigrew, 1997). In this case, the
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context is a medical care facility located in the Mid-South region of the United States that
provides care to the family wherein I seek to understand the sensemaking process by
constructing narratives of the outcomes about the use of Direct technology. In this
section, I specify the approach that I use for constructing the narratives. Of the two
approaches discussed earlier, I use the Personal Narratives Group approach for narrative
analysis. The main reasons for this choice is my belief in the interpretive philosophy of
science according to which “text is not autonomous of its context” and because this
approach “provides methods for examining, and relating, meaning at all three levels”
(Riessman, 1993, p. 21) – the ideational, textual, and interpersonal levels, mentioned
earlier in this chapter. As a qualitative researcher, it is important at this stage that my
own philosophical position resonates very well with the Personal Narratives Group
approach (1989b), according to which:
When talking about their lives, people lie sometimes, forget a lot, exaggerate,
become confused, and get things wrong. Yet they are revealing truths. These
truths don’t reveal the past “as it actually was,” aspiring to a standard of
objectivity. They give us instead the truths of our experiences … Unlike the
Truth of the scientific ideal, the truths of personal narratives are neither open to
proof nor self-evident. We come to understand them only through interpretation,
paying careful attention to the contexts that shape their creation and to the world
views that inform them. Sometimes the truths we see in personal narratives jar us
from our complacent security as interpreters “outside” the story and make us
aware that our own place in the world plays a part in our interpretation and shapes
the meanings we derive from them. (p. 261)
With the above point of view, I use the theory of unit of speech (Gee, 1985, 1986,
1991) to determine the narrative segments. Based on the guidelines of this theory, it is
important to listen (and not just read the transcriptions) to the recordings made when the
informant were telling their story and look out for the change in tone, pauses, sighs, and
other intonations that indicate the plots in the conversation. The transcriptions were line
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numbered wherein small pauses and changes in ideas were expressed in a sentence
indicated by three dots (…) and longer pauses were indicated by the seconds of pause.
Other details like the background sounds, for example, the cellphone or conversations
among other people as well as overt observations during interviews were also noted.
Covert language (tone or the facial expression) wherever assessed important was inserted
in the box bracket. All of these details were consciously noted for better identification of
the plots to construct the block of narratives.
Thus, in addition to the semantic movements that were discerned out of the
transcriptions, I listened to the recordings to look at the moments of surprise, hope,
despair, assertiveness, etc., to segregate the conversations into blocks of narratives. Since
there were about nine interviews conducted by me, the detailed transcripts from these
interviews helped me to understand the roles of the employees, their feelings about the
Direct technology in a much better way. For the narrative analysis, I used transcripts
from three long interviews (about 15-20 page transcripts). These transcripts were from
the interviews conducted with the Direct technology users; tapping whose narratives was
the purpose of this chapter. The other six interviews were from other members of the
organization who helped me understand the context in a much better way that was useful
in detecting the plots. Once these blocks of narratives were identified, they were first
copied from the transcriptions (that included the intonations and speech indicators to the
maximum extent possible) and then arranged in a form that they could be read – not
necessarily in chronological order as a structural approach (Labov, 1972, 1982; Labov &
Waletzky, 1967) would prescribe. The act of identifying the plots from the conversations
constituted the core part of narrative analysis called “analyzing” in Riessman’s (1993)
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process model. Arranging blocks of speech renders them as readable narratives and
prepares them for the fifth stage of reading. In the next section, I present the emergent
narratives that I constructed from the interview transcriptions of the users of Direct
technology at Family Healthcare.
User Narratives
The impulse to narrate is considered so natural that it seems to be a universal
human activity (Nelson, 1989; White, 1989). It is considered to be a basic principle of
organizing human cognition and therefore changing human intentions (Boland &
Tenkasi, 1995; Bruner, 1986). During my interactions with personnel at Family
Healthcare, such intentions were expressed in their speech and their non-verbal
expressions. Since the focus of this chapter was to discover the sensemaking of the
Direct technology, I constructed the narratives using the semi-structured interviews of
those personnel who use Direct technology at Family Healthcare and present them here.
All of the narratives have been marked with the line number of the detailed transcription
of the interview. Based on my interaction with Dr. Holcomb, I present Narrative 1 in
Table 3 below.
Dr. Holcomb suggested that I meet the IT trainer, Courtney Lenort, who during
the interviews and conversations informed me that she was not with Family Healthcare
when they were making the decision on whether or not to have ICA Direct and therefore
she also suggested that I talk to the referrals manager and another user of the technology.
Based on Courtney’s suggestion, I spoke to Megan Holcomb, the referrals department
manager, and I now present Narrative 2 in Table 4 based on my conversation and semistructured interview with Megan.

99

Table 3
Narrative 1 (based on the interview with Dr. Spencer Holcomb)

Background
Part 1: Personal
15
Graduated in '81, went into the Army
16
was in Army until '92, and then came out and came back and started practicing
208
I think that my interest in technology is… umm … err … very, I guess, forward-thinking
210
and my staff hear it all the time
212
I think the more you can use technology, the better
225
in a personal life, I don't go out and buy a new cellphone as soon as it, standing in line for the four hours, you know
227
but I don't still have the 1970 cellphone model
213
I think the more that you can use [with emphasis] technology, the better it’s going to be able to help you
Part 2: Practice
43
We (the practice) are independent. We’re not owned by a hospital system. We only have one location
218
we do a lot of clinical research within our office
210
we’ve had electronic medical records systems in our office since 2000
27
our particular vendor is NextGen and so we … as far
28
as your medical chart, are paperless within our office
29
we put all the data into the computer for the visit. Any other … aah (sighs) …
30
specialists that you go see, we get those notes back in fax format, and those are then archived
31
into your medical records
211
one thing that just drives me nuts is having paper
212
and having printers when we're supposed to be quote-unquote paperless
Table continues
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Table 3 (continued)
34
35
39
40
41
133
134

the issue that you run into is my chart or my system is NextGen, Methodist’s system is
Epic or eClinical, and so you know one system talking to the other is issue
we’re really trying [with emphasis] to get to a point where there’s data that’s able to coming in in an electronic file
that can be saved into the chart and … umm … not require manpower for scanning, selecting,
sorting, that kind of stuff
they (nurses) want to make sure that there’s not something goes into that wasn’t
looked at. So, it’s a lot of re-look … work, too.

Before Direct
(On being asked about communication before Direct)
147
there pretty much wasn't any other exchange opportunities other
148
than just doing the fax, and so … umm (slight pause) [unsure tone] … but occasionally you would have emails
149
you would try not to use to use those because
150
they weren’t secure, you know.
151
the HIPAA guidelines that were there, you were really kind of nervous about putting it into a
152
regular email format and sending it off.
262
since there wasn’t an HIE
263
system … was there any way of connecting one office to another that data could be transferred?
264
And so we ran across this (Direct technology)
Part 1: Expectations
79
you would want to get to is where you're having that seamless transfer of data
87
Well, in a perfect world, you go see the cardiologist today, and he does his visit with you
88
He finishes his office note and then, that
89
note is then placed into your chart in my office
177
I mean, there's a total difference of when I'm sitting
178
seeing you in the exam room, and I'm in your chart and that information is there
Table continues
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Table 3 (continued)
283
285
288
289
349
350
351

Well, the expectation that I had was … was that … umm … interconnectivity
my thought was that … the IC Direct would actually be available within the NextGen
And … umm … at the beginning, I was thinking that it was
a process that was going to shorten the steps for data movement
what I was hoping was that the Direct Project would actually end up being its
own developed health information exchange system, where it would have that interconnectivity,
not only of messaging but being able to then move data … you know

Part 2: Decision whether to use ICA Direct
287
when we initially were having those discussions, I thought it was much more … umm … utilized
288
across practices than … than it was
331
Well, I think in some of the discussions where others were in there, that the …
332
the question,
332
‘Okay … (pause) [curiosity filled tone] … how much is
333
this really [with emphasis] going to help? You know, as far as interconnectivity.’
335
‘And what’s your vision of where you’re trying to move to and achieve?’
346
I like technology, and so any kind of
347
connectivity is better than no connectivity
299
we sort of
300
said, ‘okay, this isn’t nearly as …’ – but, you know, technology might … (pause) [hope]
300
we said, ‘well let’s go ahead
301
and move on ahead’ … because we don’t want to be, you know, we’d rather – anything is better
301
than nothing.
465
I mean, while that’s nice and good, I mean,
465
that just doesn’t serve everything that
466
needs to be served, and it that’s all that you’re going to be, then yea,
467
not sure we’re going to spend hours and hours and hours and hours of trying to change our
Table continues
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Table 3 (continued)
468
477
478
479
479
480
480
481

workflow just for that kind of thing
at the time
that we started, there weren’t that many people so, I mean … it was just … and the first one didn’t
work
I mean it … it … it didn’t seem to flow the way
that we’d like for it to go.
You know, as far as – you’re going, ‘okay, if it’s that rough starting off,
what’s it going to be like down the road!’

Future Possibilities with Direct
(on Direct technology’s interoperability potential)
388
Aao … okay [surprise with curiosity]
397
Oh … yea [excited] … we’d be all over that [further capability that could be utilized with Direct]
401
well, then the other person I need you to talk to then is my IT trainer
426
Oh yea … we’d love that [use of Direct for referrals across practices].
432
probably looking more at the interconnectivity within the NextGen system
433
that would be a huge shift, as far as in just workflow [a tone of hope]
433
So, that’s something I will be
434
exploring as soon as I get back to the office
449
I guess that [conversations with colleagues in the ecosystem] would have been another good step [to learn]
451
how well they’re utilizing
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Table 4
Narrative 2 (based on the interview with Megan Holcomb

Background
Part 1: Personal
399
I was Dr. Holcomb’s sister-in-law and then they give the job (laughs)
400
well no … well I actually was a … doing some work for ABC Family Medical when they merged
401
when Dr. Holcomb went off by himself … umm … I walked here, in here
402
I have a high school degree
403
I don’t have a college degree
404
when I came here … umm [trying to recall] … in July 2003, okay … I selected this desk and I trained myself
405
Nobody trained me
405
And so now, I am the manager of the department [a tone of sense of accomplishment]
414
I did train … I did train myself. And the ladies that are here, I have trained all [sense of pride in the tone]
Part 2: Current Referral Process
21
they [providers] go in to the order management which … where you order test, procedures –
22
anything that you order – whether it is in the office or out of office
22
And they will enter what
23
they would call a referral
23
Once we [referral department] get that order
24
they [providers] also have what they call a time frame. If it’s a routine study, you know
24
they will mark it that way. If there is something that needs to be done right away, they mark it
62
So when we are looking at the
63
screen, we are going to see these in dark red that have been put in today.
68
I will accept one just to show
Table continues
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Table 4 (continued)
83
144
26
27
28
175
156
155
159
159
160
165
168
194
205

Once I accept that patient, it's not on their [others in referrals department] screen at all.
We refer patients out, we refer patients in.
The first step for us
is to … (pause) umm ... look at the insurance because the insurance is going to determine where
the patient can be scheduled at.
you have to see who is in network with that insurance
there is a series of questions that need to be asked when you got to schedule those patients
[for example] they have needle in the body, stones … (brief pause) [thinking] if they are claustrophobic
once I have scheduled
what I would do next is I would
document in the system
once I do that then there is all these, right here - these are different orders (picks up and shows me different order
forms)
we fill these orders out and then we will fax them to wherever that patient is scheduled
different forms, different ones, different ways
We have one for each facility.

Part 3: Direct Technology Use
273
Aah … no. I don’t [use] as well
291
I know there was
292
a couple of practices because it never … you have to signed up … yea
292
And I think the only one
293
that I remember … (brief pause) [thinking]…
295
they were signed up and I believe there was an email saying they were
296
But other than that, I
297
have never used it
274
we still have to fax the forms
Table continues
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Table 4 (continued)
Attitude
Part 1: Towards Current Referral
258
Umm … (sigh) [thinking] I will be honest with you [a tone with appeal to trust]
262
you can take up to an hour or two or three days before you hear [from patients]
263
That’s what takes the longest … umm … as far as this process
258
Scheduling the patient, the paperwork
259
or faxing or the computer work ... umm ... that's ... that is time consuming but not as time consuming
Part 2: Electronic Referrals using Direct technology
321
Well listen … if I could do that and never pick up a pen, and write orders, that would be
322
wonderful … that would be [a tone of relief and pleasure] (she laughs)
316
have you seen places that are [already using Direct for referrals]?
333
Umm … yea, that’s [doing electronic referrals] very interesting.
335
but my only question is … is the forms
351
how do you get
352
the information that needs to be on these forms to be able to transport from here
353
the doctor signature all the information on there
374
I am just, you know … like I said … (brief pause) [thinks]
375
it’s a ... it would be very interesting to see how that would be done
376
it’d be lot easier to be able to have this information where we don’t have to.
378
So … umm … all the stuff that I am
379
having to scan into the chart, if it was automatically in there, that’d save me time right there
380
because then I won’t have to worry about scanning those documents into the chart
483
if it can be done from all from right here.
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In addition to the above narrative that was constructed based on the interview
with the manager of the referral department, I was suggested by Courtney and Kelcy
Haines, Manager of the Nursing Department, to speak to Jessica Mattson who was a
principal user of the Direct technology at Family Healthcare. Narrative 3, based on the
semi-structured interview with Jessica, is presented in Table 5 below. The three
narratives that were presented in this section based on the semi-structured interviews
were based on a careful examination of the transcripts. A detailed discussion of these
narratives follows in the next section.
Discussion
The narratives I constructed about others’ narratives is a “worldly creation” and
the important point that needs to be answered here in this section is why the story was
told the way it was (Riessman, 1993) and what the narratives imply. Narrative
construction, like a surgical operation, is a process performed on the transcripts of the
informants to put semantic plots together in a way that they read like a story, not
necessarily chronologically. This process, as explained in the section on data analysis,
can be conducted in different ways. I chose to use the Personal Narrative Group
analytical style suggested by Riessman (1993), wherein I looked out for process change
semantics, intonation, sighs, and emphases to pick up the change in the plots. One of the
reasons to use narrative analysis in this paper was that, as a tool, narrative analysis is
much more appropriate than the typical qualitative methods when the issue is concerned
with cultural and human centeredness as it is based on life experiences of the subjects
(Webster & Mertova, 2007).
However, narrative analysis – similar to any other methodology employed in
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Table 5
Narrative 3 (based on the interview with Jessica Mattson)

Background
26
30
26
26
27
28
36
37
37
39
40
41

I am an LPN
Licensed Practical Nurse
I’ve been here … (pause) … total time
I started, originally, in 2004
In 2012, in August, I left, and I came back in February of 2013
I’ve been here right at ten years
I’m the patient care coordinator
what I do is try to help close the gap in care with patients.
Patients that … they’re A1C or any other labs, it’s out of control, we try to get them back in a timely manner.
anyone that hasn’t been in, say, within the last year or two years, we try to get them
back in, or call them and make sure they are being followed by another provider
just to make sure that they are getting healthcare elsewhere

Attitude
Part 1: Towards Current Use of Direct Technology
230
When we first signed up, I thought we were going to receive everything through that, instead of fax.
254
Within the last two months, we started using it more
254
But prior to that
255
not using it and not knowing its full use, what all can be used in it, I don’t know what to expect.
261
They’re [Methodist] letting
262
us know, through Direct now, that the patient has been at the hospital
Table continues
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Table 5 (continued)
278
463
470
484
485
494

anything from there.
I’m going to be honest, I do not know. I did not try [communicating to people who did not have ICA Direct]. I’ve not
tried.
Instead of looking at it [patient records] on paper, it’s on the computer now. That’s the only difference
I’m going to be honest, I don’t know [the whole point in having it], other than it’s
supposed to be more secure, regarding patient information.
It’s [workflow] all the same. I mean basically, it’s all the same.

Part 2: Electronic Referrals using Direct Technology
298
That would be wonderful [a tone indicating relief], that would be wonderful [in an assertive tone] because right
now, whenever they sent it, I
299
have to print it out and then send it.
312
It would save time for not having to print it out.
312
It would save other departments’ time, because
313
they have to scan it and then send it to whichever provider was seen.
512
If it could go directly into the patient’s chart, whether it’s through NextGen or some other
513
computer system
515
I mean it’s just going to help, with the patient care
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social science research – is influenced by various judgment calls that a researcher has to
take along analysis stages. While observations are attended to by me, the experiences
(recounted by the interviewees) were attended to by the interviewees. No human being
can attend to all occurrences happening around. Therefore, it was important for me as an
interviewer to help my interviewees recount most of the things that they attended and
then tell their experiences. Thus, their telling is influenced by what I asked and how I
asked, which is evident in the produced narratives. I asked my informants about their
background, the current information exchange process in the facility, the experiences
with the old technology, the issues that they encountered, their awareness of the Direct
technology use, their reaction to what it could do, etc. Thus, the narrative structure that I
discovered depended on our conversations. However, this does not mean that I had predetermined narratives. The next judgment call in the narrative analysis process is to
transcribe the semi-structured interviews and the observations. No transcription can fully
reveal the ebb and flow of a conversation, the tone in which the conversation takes place,
the settings, the facial and non-verbal expressions, etc. Any of the above might be
important for a researcher in the analyzing stage when looking for the plots. During the
analyzing stage, I read through the transcriptions of my conversations and/or interviews
with various personnel at Family Healthcare and also heard the recordings several times
to discover the statements and tones that indicated whether there was hope, or relief, or
assertiveness.
While the theoretical perspective is a function of the epistemology and philosophy
espoused by the researcher, the relationships that are being studied are specific to the
context and the proposed model. In the past, interpretivist methodological approaches
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using participant observation, open interviews, conversational analysis, and interaction
analysis have been used in the socio-constructionist perspective to understand
sensemaking (Allard-Poesi, 2005), and therefore constructing narratives was the right
approach to answer the questions I raised in the first few pages of this chapter. Since I
come from an interpretive perspective that has its roots in constructionist epistemology, it
is important for me to state the various judgment calls and the assumptions behind my
findings. The fact that I concede that narratives were co-constructed is only a statement
to indicate where I come from so that the reader can engage with the narratives with an
appropriate subjective evaluation.
One of the common themes that can be seen across the narratives presented in the
last section is the unequivocal hope that each of the informants expressed for Direct
technology to help in the exchange of patient data from one provider’s chart to another
provider’s chart irrespective of the different software that the two providers might be
using for record keeping. However, there were also some differences in the way the three
informants reacted to the current process for exchanging patient information. Dr.
Spencer Holcomb, having a high degree of interest in using technology, was more proactive in his intent to know as well as to ask me about the use of Direct technology.
Being the owner of the facility, he could give me a detailed account of why the facility
went ahead with using the Direct technology enabled product offered by the Informatics
Corporation of America (ICA). These accounts were not given in detail by either Megan
or Jessica, who were referrals department manager and care coordinator respectively,
because they were not involved with decision making. On the other hand, the reality of
the extent of use of the ICA Direct by personnel in the facility was available through
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Jessica and Megan. Another thing that can be noted in Megan’s narrative is the hope
(mixed with doubt and curiosity) when it came to using Direct technology for referrals.
A possible reason for this is her embeddedness in the current referral process that requires
particular forms for particular facilities. In Jessica’s narrative, the use of the words “I’m
going to be honest” indicates the extra care that she wanted to take to convince me that
what she was saying should be believed and trusted and might be attributed to her
position in the organizational hierarchy.
In addition to the above factors (background, position in the hierarchy, questions
posed, and personal interests), there is one more factor – the context – that influences and
shapes the person’s experience and the conversations and the narratives based on those
experiences. In the case of the three informants whose narratives I presented, the context
was one they had in common. To further understand the sensemaking of Direct
technology in a different context, I met with Dr. Halim of Mid-South Medico. When
asked about his background as a healthcare provider, Dr. Halim said,
I am a general internist and ... umm ... I finished med school in Alexandria Egypt.
I left Egypt in ... 88. I went to England. I did medical residency there for 2 years.
I came in 1990 to the United States. I had a ... did my medical residency in
Methodist here in ... from 1990-1993. Then, I have been in practice since then.
I've been in this particular office – Mid-South Medico from … [thinking] ‘96 until
now.
As a general internist, Dr. Halim had to refer his patients to specialists and therefore he
believed that communication across practices played -
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a very important role. I mean because the whole idea is if I don't know the doctor
X did a CAT scan, then I'd end up doing it again – that defeats the whole purpose.
Same thing with lab work, same thing with anything. Sometimes we send the
patients to the specialist. The specialist has no idea ... why the patient is there! So
because nobody bothered to send them a note to say this is what I want you to
answer me. So, of course, exchanging information is vital.
In a scenario where exchanging information was critical to achieving efficiency and
effectiveness in healthcare, I asked Dr. Halim about what he thought about Direct
technology for information sharing, to which he said “it’s [exchanging information]
actually the core of the whole (with extended pronunciation of ‘whole’) [emphasizing]
project.”
I thought that Dr. Halim was aware of Direct technology and therefore, I wanted
to understand whether he used it now and what he used before Direct eShare and why he
started using Direct to understand his perceptions towards the new eShare technology.
He said that before the advent of Direct technology, “You could ... you cannot send
information by regular email - that's against the HIPAA law. So it ... then it's the old
fashioned was mail, fax, or a phone call. And, they were fairly okay.” While he said that
they were fairly okay, he also said in the same breath that “you are not getting anything
in a digital way. So you have a fax that's pdf file.” Direct technology provided an
additional advantage to just sending the message as well and he said,
I think the way of conveying the message is really not that important so if I send it
to you in by FAX or if I send it to you by Direct email, you will get it either way.
The huge advantage of the Direct is that I am sending it to you in a format that
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you should be able to import it with a click of button where you bring in all the
medicines that I have in my thing, into your thing ... in my software to your
software [with emphasis] with a click of a button with no errors because you are
copying something. You are copying all the allergies that I've sent from my
software to your software and same thing with a problem list. Same thing with
the vital sign. Same thing with patient’s demographics. So instead of me send ...
drop it on a paper Faxing it, somebody on the other receiving end pick up the
FAX and start to manually enter every single word ... you have the option now I
want to send it in a Direct way - it's secure, it's encrypted but then you have it in a
structured format that you can import it and make it alive into your software so
when your doctor walks in ... the specialist who I am sending the patients to, he
has something already ... he has lab results in the chart in a way that he can add
his own lab results to it the next time [excitement in his tone] and they will be
able to compare. He doesn't have to compare his new lab to the FAX or sample
... he will compare his new lab next to mine ... he would not know the difference.
They both look exactly the same ... although one was done in my office one was
done in his office. That's the main attractiveness of ... and that's what CMS is
pushing for.
From the above it appeared that compared to the informants at Family Healthcare,
Dr. Halim was very aware of the capabilities of Direct technology. On being asked
where he learned about Direct technology he responded that “It's all on the CMS website
... everything I have learned, I have learned from the CMS website. They [the state
Regional Extension Center] didn’t give us any of this. I had to research this on my own”.
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I also wanted to understand what he felt about Direct technology when he heard about it
initially. He said,
I knew that this was a good thing ... I think they are not using it to its fullest
potential. I think they are just ... I think this is now a glorified fax in a sense. It is
a glorified fax until we get to the import part [this sentence said in an assertive
tone]. And otherwise it makes no difference ... if you got it in a fax ... but if you
give it to me in a file and I can import then you have this cross pollination
between softwares. That's where it becomes a big factor.
Since I felt that compared to my informants at Family Healthcare, Dr. Halim understood
the use of Direct technology to a greater extent, I wanted to know if he used it for doing
electronic referrals to which he replied in the affirmative.
During my further conversation with Dr. Halim, I asked him about various issues
and challenges that he faced in his move from the old fax communication to the use of
Direct technology. He explained that “The biggest issue what I have now is that doctors
that haven't even heard of what Direct project is. Ninety percent of doctors have no idea
[with emphasis] of what Direct is. So, that's my biggest issue.” Further, he went on to
say,
Now that I know what (Dr. Jamila’s voice in background) I am doing, would I do
it still wasn't for meaningful use ... yes. But back then, no. But it was ... it's a lot
(extended pronunciation of ‘lot’) [emphasis] of ... I am showing you the easy way.
I sweated for nights and days to get it to look the way it is. It is not easy. It is
NOT easy. It is very hard. I can attest to this. It is extremely hard. And I am one
of those very in-tuned into it. Ninety percent of the doctors are not as interested
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in this as I am. And I am having a hard time, so imagine [emphasis] ... so you
were telling me why do people are not adopting it. This is a headache (extended
pronunciation of the word ‘headache’).
When I further probed him to ask what he would like to change with respect to using the
new technology, he summed up the problem of reluctance to use it by saying,
I wish I am not the first one. I ... this is too much headache to be the first one. I
wish I would let some other people iron all this ahead of me ... because it's taking
a lot of toll on me ... I mean this … why do I need be the first one. I don’t care
about first or not [casual tone]. It doesn’t make a difference. I would have never
done this if this wasn't for meaningful use [with emphasis] … oooo ... with the
headache that comes with it ... I mean I wish I was a better person ... but I
wouldn't have done.
Dr. Halim’s proactive approach towards using Direct technology despite the
difficulties can be attributed to his interest in technology. During my conversation with
him he told me, “I love IT ... I love IT and … I love IT when it comes in merger with
medicine and when it eventually leads to better quality and lower cost and financial
incentive ... to me, that's a perfect story.” Dr. Halim’s sensemaking of Direct technology
and his perceptions of how the new technology for exchanging patient information is
different and challenging from the old one adds to the narratives that I presented earlier.
In addition, it serves two other important purposes – firstly, it brings out the fact that the
context does play a big role in how the same change initiative is perceived; and secondly,
it helps me to present a more comprehensive and richer account of how providers feel
about the use of Direct technology in the healthcare ecosystem. While Dr. Halim is using
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Direct technology for patient information exchange and electronic referrals, even he
concedes that it was a headache and that the state did not do a good job. The goal of this
chapter was to present the sensemaking of providers towards Direct technology through
narratives, and I will discuss the state’s role in the next chapter.
Contribution
The main purpose behind this chapter was to understand what providers think
about the various change initiatives in the healthcare sector. Narratives constructed from
the full story are like “radical surgery” (Riessman, 1993, p. 43) that not only produce a
good idea of the sensemaking process but also allow comparisons across contexts. While
there is a lot of theory around the sensemaking process, there are not many empirical
cases that help in understanding the process itself. One of the biggest contributions of
this chapter is to help develop an understanding of how the sensemaking process occurs.
I do not state that one such analysis is sufficient for developing an understanding of
sensemaking; however, it is a step in the right direction, and more such stories can be
expected to enhance the understanding of the sensemaking process. As change initiatives
keep happening, this understanding is vital not only for theoreticians but for practitioners
alike. A better understanding of sensemaking through narratives will help practitioners
take appropriate actions so that the responses of the people involved can be modulated in
the right way to bring about the change that is desirable. This chapter makes a
contribution by showing how narrative analysis helps in showing the emergent
sensemaking among the organizational actors. Not only do I demonstrate the use of a
methodological tool, I also show how narratives become important in the interpretation of
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sensemaking that helps the organizational members to realize whether learning (change
of routines for increase in organizational performance) takes place or not.
The process of narrativization entails presenting a point of view and such points
of views are interpretations that require and shape the facts and therefore different
individuals might construct different narratives about the same fact (Goodman, 1980;
Stivers, 1993). Across the narratives that were constructed from the interview data across
the two facilities, I found that even though there was hope about the Direct technology,
no revision in response repertoire took place; in other words, no new learning has taken
place. This was reflected in the statements made by providers where they conceded that
the Direct technology provided by the Informatics Corporation of America (ICA) did not
“change the workflow” within their facilities. Because there is no change in the
organizational workflow this implies that actors or organization as a whole have not
changed their responses to pre-existing conditions, which means that learning had not
taken place (Christianson et al., 2009). As soon as the providers start to realize that the
ICA Direct did not contribute to the improvement in the workflow as much as expected,
they decided to “not renew the contract”. This was a change from the existing decision
of continuing to use the ICA Direct. I observe that the narratives constructed through the
interviews of the providers and users of the technology indicate how – despite them being
hopeful with the prospects of the technology itself – the decision to discontinue using the
technology in its current form resulted because of lack of any change in routines. Thus,
this study contributes by linking sensemaking to learning and change as proposed in the
process model of Chapter 2. This is also a departure from the literature on sensemaking
that generally is alienated from change.
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Limitations and Future Directions
Narrative analysis has its critics (Atkinson, 1997; Atkinson & Silverman, 1997).
The methods are not appropriate for “studies of large numbers of nameless, faceless
subjects” (Riessman, 1993, p. 69). But this was the very reason I chose to conduct
narrative analysis for the informants from Family Healthcare and Dr. Halim, because I
was dealing with a few informants who engaged in deep conversations about themselves,
their roles, their workplace, and their reactions to the Direct technology. As mentioned
earlier though, how any information is presented is a function of how I as a researcher put
it across, and the choice of what I want to show is also based on my framework. Thus,
any generalization of provider narratives towards Direct technology must be done with
caution, since with contextual changes, the narratives are likely to vary. In addition,
however talented a narrator is, the story will always be incomplete because of various
judgment calls that a researcher has to take that I mentioned throughout the chapter. The
narrator can’t tell everything and the teller can’t tell everything (e.g., gestures, gaze, and
other nonverbal aspects of communication). A generalization from a narrative analysis
must not be attempted because a different researcher might have ended up with a slightly
different narrative depending on the judgment calls taken during the analysis. Even
though I tried to increase the trustworthiness through correspondence by taking the
resulting narratives back to the informants, one of the limitations of the current study is
that not many alternative interpretations of the data could be considered. I took a focused
approach on how a particular technology is seen by some providers in a particular context
and therefore it is important to state that I sacrificed generalizability for depth.
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As an interpretive device, an additional strength of narratives is to connect the
present to past and future (Patriotta, 2003). Getting data through different methods and
from different contexts about the same or a similar change through additional studies will
help in developing an understanding of what the providers across the country think when
confronted with a change as big as the healthcare reforms. Future studies might include
additional inquiry about the role of the state and other actors like the regional extensions
centers in the ecosystem.
Conclusion
The purpose of this chapter was to understand what healthcare providers think and
feel about a change initiative that has been introduced through the enactment of the
HITECH Act by the Federal Government. In my endeavor to understand what providers
think, I also wanted to find out if the sensemaking that organizational actors develop over
time plays a role in the learning that takes place. To accomplish this, first, I presented
some facts about why understanding the providers’ thinking is so important and then I
described why sensemaking as a theoretical concept lends itself to understand the
providers’ thinking. Next, I described narrative analysis as the appropriate methodology
that needed to be used to present providers’ sensemaking of the change initiative. A
detailed and thick description of the setting and data collection along with the narratives
that were constructed with the data was presented in the chapter. Through the narratives
that were constructed using the qualitative data, I found that narratives do indicate the
sensemaking that takes place among the actors and most of the narratives that I found
indicate a sense of hope with the Direct technology but the technology in its current form
did not prove enough to change the response repertoire (learning) of the providers. The
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sensemaking of the change initiative reflected through the narratives becomes important
in whether or not new routines emerge in an organization and holds importance in the
change process. The chapter contributes by reinforcing the process model that links
sensemaking, learning, and change.
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Chapter 4: ‘What are they saying?’ Examining Healthcare Field Discourses in West
Tennessee

ABSTRACT
Meaningful use of the electronic health records is an important step for better
healthcare in the United States. Stage Two of meaningful use can be facilitated through
the use of Direct technology by the healthcare providers and therefore Direct’s use should
be welcomed by the actors in the healthcare field. However, an analysis of the qualitative
data collected in West Tennessee reveals that the discourses in the healthcare field are
contrary to the expectations. I analyzed data collected through news articles, reports, and
semi-structured interviews to inductively construct discourses among the promoters – the
state Office of eHealth Initiatives and the state regional extension center, the physician
hospital organization – CareCo, and the providers. The discourses before and after the
attempts to encourage the use of technology show that before the attempts began, most
actors were quite positive and hopeful about the technology, but by the end of the
statewide rollout, actors believe that the ICA Direct technology offered by the state was
not usefully integrated into the EHRs and the process of rollout was rushed, and
unplanned without any support later on.
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‘What are they saying?’ Examining Healthcare Field Discourses in West Tennessee
In organizational settings, actors develop interpretative schemata to make sense of
codes, practices, procedures, and values (Magala, 2009; Sorge, 2005). However, much of
the understanding that the actors develop from varied inputs is a function of the
“enduring elements in social life – institutions – that have a profound effect on the
thoughts, feelings, and behavior of individual and collective actors” (Lawrence &
Suddaby, 2006, p. 216). These institutions impose some “overarching set of principles”
called institutional logics (Greenwood, Raynard, Kodeih, Micelotta, & Lounsbury, 2011,
p. 318) that guide organizations in “how to interpret organizational reality, what
constitutes appropriate behavior, and how to succeed” (Thornton, 2004, p. 70).
Organizations are subjected to multiple logics that often interact and compete for
influence (Nigam & Ocasio, 2010). There are differing prescriptions and proscriptions
based on these multiple logics because of which there are tensions and challenges that the
organizations face and ultimately need to take these logics into consideration
(Greenwood et al., 2011). Under these multiple institutional logics, how organizations
manage the tensions and respond is an important research question. However, the
aforementioned cannot be comprehensively answered until understanding where these
multiple logics are coming from. The focus of this chapter is to understand the evolution
of logics about a new technology that enables providers to share patient health
information securely in the healthcare sector in a geographical region of the United States
by taking a deeper look at the organizational field level of conversational dynamics. This
new technology is called Direct technology and has been developed by Direct trust group
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– a non-profit group who goal was to develop standards for exchanging health
information among providers.
Various reports by the National Center for Health Statistics (NCHS) revealed that
less than 50% use the basic electronics healthcare record (EHR) systems. February 2014
report showed that only 67% of clinical laboratories have the capability to send results in
the structured format electronically to the EHR as per MU Stage 2 requirements. Out of
these 67% of labs, only 80% (effectively 53% of the total) fully comply with the MU
Stage 2 requirements by sending results electronically (Swain & Patel, 2014). To be able
to meet the meaningful use criteria, it was important that the providers used Direct
technology. However, Direct technology was being perceived differently by different
entities in the healthcare field. Answering a question in one of the interviews, the Chief
Medical Information Officer (CMIO) of the Tennessee Office of eHealth Initiatives said:
the biggest challenge and the biggest potential risk centers around conveying the
message that it is not about picking a piece of software or hardware, it is about
transforming the way we practice and doing that successfully requires careful
planning and change management, not just a business decision to adopt HIT.
(Royce & Leftwich, August 13, 2012)
According to the CMIO, the Direct project had the potential “to enable secure messaging
around transitions of care” (HIMSS & Leftwich, February 8, 2012). The CMIO at the
Tennessee Office “knew about it [Direct] because [he] was a part of the Direct project ...
that created Direct ... [he] was the participant ... so that was in 2010-2011 before Direct
was really announced to the rest of the world.” The purpose of the Direct project
according to him was to develop “a secure, inexpensive, scalable means of exchanging
information from point to point ... so the Direct project ... utilized existing technology, if
you will … a framework for exchanging health information securely.”
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One of the meetings I observed was of Kara Brock,1 a Health Information
Technology (HIT) expert with TN-DirectExt, as she met with Damien Heesch, the CEO
of Mid-South Ortho. Kara felt quite positive about Damien’s attitude towards the
proposal for using the Direct technology – a technology that facilitates health information
exchange across the electronic health record (EHR) systems – in his Ortho facility. In her
meetings over the past few months with administrators of healthcare facilities and
primary healthcare providers, the main response she encountered was appropriately put
into words by Damien when he said that despite knowing almost 75% of what is going
on, the healthcare changes still seemed like a “hurricane coming” and this whole process,
laden with reforms in the regulatory environment, could be “a rethink and relearn” for
doctors too. In addition to keeping up with so many change directives, Damien was
trying to play a balancing act in embracing changes without really disturbing the
workflow with Allscripts - the EHR system at his organization. Therefore, he was also
concerned about the “predicament that the new thing [Direct] puts you in with
Allscripts”. Damien wanted to be reasonably assured that Direct will not interfere with
Allscripts workflow, so he advised Kara to visit their clinical systems director - Leister
Rennie, who on meeting with Kara said, “there is just so much work … that … [keeping
track] is difficult.”
During Kara’s interactions with administrators of different healthcare facilities
and hospitals, I – as an independent observer – noticed that it was difficult at times for

1

Kara Brock is a pseudonym for one of the HIT specialists associated with the state of Tennessee
Regional Extension Center (TN-DirectExt). Mid-South Ortho is a pseudonym used here for an orthopedic
facility. Throughout this dissertation, I have protected the anonymity of this organization, other healthcare
organizations, and the personnel at various organizations by using pseudonyms
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her to convince them of the real value of Direct technology to the providers or the
facility. In her meeting with the assistant administrator, Dr. James Pringle, of Christian
County hospital, Kara explained that it is a push-technology that provides a scalable way
of communication from provider to provider or from provider to patient. Dr. Pringle was
finding it difficult to follow and said, “What I am struggling right now is that a lot of this
is ... I am trying to understand that how this is over and above what I have already got?”
He further said, with concern, “I don’t understand how this works, I have a patient in the
hospital I’m going to discharge ... I don’t want (with emphasis) them to have access to
my database.” His confusion about the utility of Direct technology (as an additional
feature) to his existing EHR was further echoed when he again during the conversations
said, “You see … what … I am … I am not … I am not trying to cast aspersion or … I am
just trying to understand what is … what are we doing here that I can’t already do… I
am just trying to understand this concept a little bit better.” Ultimately he came up with
a resolution to his confusion by asking “so is that like a secure email?” to which Kara
replied in the affirmative.
It is clear from the above examples that different players in this healthcare context
view the same technology differently – for some it might disrupt the workflow within
their existing EHR system, for others it is not of much utility and is simply an email
system, while for still others it is a scalable potent communication tool for transition of
care. Thus, the understanding of the technology among actors in the healthcare can be
attributed to the institutional factors. The institutional forces operate through the logics
that the organizational actors perceive from the field. However, the logics that an
organization is exposed to are not purely exogenous. According to Kraatz and Block
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(2008), organizations do not only receive prescriptions from institutional structures in a
passive manner; rather organizations “interpret, translate, and in some instances,
transform them” (Greenwood et al., 2011, p. 349). Therefore, the relationship between
institutional logics and responses is circular. There is continuous flux in the institutional
logics by virtue of the organizational responses impacting the logics and the logics
constraining the organizational responses out of which organizational actions are born.
In addition to the institutional logics, the behavior of the organization is also driven to a
large extent by the organizational field. Organizational field is a cluster of organizations
in which the member organizations seem to behave similarly compared to organizations
outside the field. However, each member organization cannot be absolutely similar to
each other in every aspect. Therefore, when a field faces a change initiative, divergent
beliefs and dynamics might cause member organizations to act incoherently with respect
to other field members that might cause slow progress of the overall field towards the
sought change.
In the case of a change envisioned in the healthcare field, member organizations,
for example, primary care providers, hospitals, and the state’s regional extension center
had different views towards the same technology (as shown in the beginning of this
chapter) that may undermine the pace with which providers might want to start using
Direct technology for exchanging patient health information. In this chapter, I aim to
understand the evolution of intra-field dynamics by examining the discourses in the
healthcare field in a mid-south metropolitan area in West Tennessee. Understanding
these discourses is important because they may influence the fields in three ways – by
influencing the relations between individual actors and organizations, by developing
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collective beliefs and shared cognitions among the members, and by regulating the norms
in the field often through the formal authority exercised by key members (Glynn, 2008;
Hardy & Maguire, 2010; Lampel & Meyer, 2008; Oliver & Montgomery, 2008; Zilber,
2007). Communication plays a key role in how the norms and logics in a field are
revised as various events of the past converge into a system of categories that when
repeatedly followed become the incumbent field logic (Ocasio, Jeffrey, & Nigam, 2015).
Based on Ocasio et al. (2015), I examine the communication amongst the various
members of the healthcare field in West Tennessee (mid-south U.S.) to bring out the field
level dynamics in play. In healthcare, organizations (facilities, providers, laboratories)
are working with each other to accomplish the common goal of meaningful use of the
EHR systems and meeting the criteria laid down by the Center for Medicare and
Medicaid Services (see Appendices B and C). Meeting these criteria requires
organizations to work with each other, particularly for the providers and hospitals to work
with the state regional extension center which was created and supported by Office of the
National Coordinator for Health Information Technology (ONCHIT).
This chapter seeks to make two contributions: one, it responds to Wooten and
Hoffman’s (2008) call to conduct research that brings out the dynamics and processes –
as opposed to outcomes – within the field; and two, it conducts an inquiry into ‘what-isgoing-on-about-interoperability-within-the-healthcare-field’ to further our understanding
of how some organizations despite dissimilar goals find it advantageous to interact with
one another (Wooten & Hoffman, 2008). In the next section I provide a brief review of
the current literature pertaining to organizational fields, which is followed by an
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examination of the empirical data to locate discourses. In the end, I discuss the practical
implications of the existing discourses in the healthcare field.
Institutional Theory and Organizational Fields
Out of the many theories that are used to explain organizations’ behavior,
institutional theory has gained “prominence and popularity over the past two decades”
(Wooten & Hoffman, 2008, p. 130) and is viewed as a dominant lens within
organizational theory (Greenwood, Oliver, Sahlin, & Suddaby, 2008). In comparison
with the traditional emphasis in institutional theory that explained the increasing
similarity among organizations through different forms of isomorphism (DiMaggio &
Powell, 1983), the last two decades have witnessed a growth in studies that focus on the
processes that govern organizations’ actions (Lawrence & Suddaby, 2006). According to
neo-institutional theory, these actions, while attributable to forces in the environment, do
not comprise a set of infinite possibilities that are to be determined by contingent external
pressures. By taking note of the regulative, normative, and cultural-cognitive systems of
the institutional environment that facilitate meaning-making for an organization (Scott,
2001), neo-institutional theory in the past two decades has moved further and sought to
explain “how social choices are shaped, mediated, and channeled by the institutional
environment” (Wooten & Hoffman, 2008, p. 130).
One of the theoretical concepts in institutional theory that has often been used to
explain organizations’ actions is “institutional logics,” which as mentioned in the
preceding section are a set of principles that help an organization decide on an
appropriate course of action (Thornton, 2004). In recent literature on institutional theory
research, institutional logics “has become something of a buzzword” (Thornton &
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Ocasio, 2008, p. 99). However, along with institutional logics, there is another construct
called “organizational field” that holds a central position in neo-institutional theory
(Wooten & Hoffman, 2008) and is “an important unit of analysis in contemporary
organization theory” (Davis & Marquis, 2005; Schüssler, Rüling, & Wittneben, 2014, p.
142; Wooten & Hoffman, 2008). Organizational field is defined as “a community of
organizations that partakes of a common meaning system and whose participants interact
more frequently and fatefully with one another than with actors outside the field” (Scott,
1995, p. 56), and developing an understanding towards how fields form has been of
interest to organizational theorists (Leblebici, Salancik, Copay, & King, 1991;
Lounsbury, Ventresca, & Hirsch, 2003; Schüssler et al., 2014). Organizations are
embedded within the network of relationships which then impacts the actions of the
members in that network (Warren, 1967). This ability of the network to impact the
organization’s actions due to the interrelationships, dependencies, and legitimacy
expectations together convolute to form an organizational field.
Recent research is beginning “to probe the pattern of relationship between logics,
fields and relationships” (Greenwood et al., 2011, p. 323). The members of an
organizational field operate under the institutional arrangements that suggest normative
responses to various challenges the organization faces. However, research has shown
multiple logics to be operating in an organization’s environment, for example, in the
banking sector (see Marquis & Lounsbury, 2007). Earlier the assumption was that any
contradiction between logics was transitional, but recently a number of studies, in
addition to the aforementioned banking sector study, have recognized and highlighted the
coexistence of multiple logics over an extended period of time (Dunn & Jones, 2010;
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Jarzabkowski, Matthiesen, & Van de Ven, 2010; Reay & Hinings, 2009; Schneiberg &
Clemens, 2006). Therefore, organizations need to reconcile with differences across
logics (Seo & Creed, 2002; Wooten & Hoffman, 2008). Changing social circumstances
may help install new logics or reprioritize existing logics (Lok, 2010).
Since social circumstances are reflected through the discourses that exist in the
field, such reordering of logics is likely to be dependent on the discourses and exchanges
among the organizations and/or organizational actors in the field. Different kinds of
fields (mature versus emerging) witness different kinds of discourses. The distinction
between a mature field and an emerging field is subjective. For matured fields, there is a
relatively settled pattern of responses with regularized practices, while for an emerging
field, there are uncertain responses with highly permeable boundaries that allow actors to
enter from varied logics that gives rise unpredictable responses (Maguire, Hardy, &
Lawrence, 2004). Field-level conflict may arise among organizations for gaining access
to resources (Wooten & Hoffman, 2008) and may carry on continuously, leading to a
dynamic evolution of the field, which oftentimes leads to “a different 'point of view'
about it and a different access to resources in the field” (Battilana, 2006, p. 656).
Enactment of the HITECH Act has called for changing healthcare management in
the United States which in turn calls for changing the way the various organizations in
the healthcare field operate. The CMIO of the Office of eHealth initiatives of Tennessee
in an interview with the Health Information and Management Systems Society (HIMSS)
said that one piece of advice he would give to professionals in the healthcare field would
be to “learn all about change management and the challenges it presents” (Royce &
Leftwich, August 13, 2012). Change in fields can be brought by destabilizing the

137

incumbent discourse by the use of language and text (Maguire & Hardy, 2009). It is the
“production, distribution, and consumption of texts” (Hardy & Maguire, 2010, p. 1367)
that leads to the creation of discursive space (Hajer, 1995). Jacobs, Kemeny, and Manzi
(2003) defined discursive space as “a site of contestation in which competing interest
groups seek to impose their definitions of what the main [issues] are and how they should
be addressed” (p. 442). These discursive spaces with multiple voices – some dominant
and some peripheral (Belova, King, & Sliwa, 2008), provide a fertile ground from which
sprouts “an alternative interpretation of reality that relaxes taken-for-granted
assumptions, thereby creating a place where new things can be said and new social
structures envisioned” (Fletcher, Bailyn, & Blake-Beard, 2009, p. 84). Therefore, it is of
paramount importance to trace texts, voices, and language to examine the discourse in the
field. But before I describe the methodology for examining discourses, I will describe the
research setting.
Research Setting
This study was conducted in the mid-south region of the United States,
specifically in one of the metropolitan areas of West Tennessee. In early 2012, there was
no reliable communication among the healthcare providers and facilities in the region and
if the patients wanted to receive medical care from multiple care providers, then it was
left to the patients to navigate across care providers. This increased the probability of
medical errors, duplication of services, and increased cost because many patients did not
understand the complex healthcare system well. The enactment of the HITECH Act and
its subsequent demand for healthcare providers to demonstrate meaningful use through
communication across practices was aimed at resolving the problems stated in the last
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sentence. To facilitate the meaningful use of EHRs and communication across practices,
the ONCHIT established the Regional Extension Centers (RECs) across the country and
allocated funds for promoting the use of Direct technology, a technology developed by
the non-profit Direct project group to achieve secure communication across EHRs.
However, this communication across EHRs required a security certificate
provider. This facility was provided by various Health Information Service Provider
(HISP) vendors. During one of the interviews, the CMIO of the Office of eHealth
Initiatives in Tennessee explained to me that
“HISP is an entirely separate functionality from any EHR ... umm … the HISP is
you might say the electronic post office but in the case of Direct it's ... it's … it’s
actually a security broker that holds the security certificate of each Direct
address … umm and ... (pause) umm .. it's referred to as exchanging security
certificate so when a message goes from one point to another, the HISP sitting in
the middle of that transaction has to validate if you will the ... the security
certificate of the sender and receiver of the Direct message ... obviously if it's
going from one Direct address to another Direct address, that are actually held
by the same HISP, then it's fairly easy … once you have more than one HISP ...
umm ... not only that HISP has to recognize the security certificate ... which
means the identity of the sender and receiver but the HISP has to recognize the
other HISP if … if ... umm ... the sender or receiver is connected to a different
HISP … those HISPs have to exchange security certificates and directtrust.org
was really created to work out the ... umm ... policy agreement if HISP could talk
in order to agree to recognize (sound of airplane in the background) one another
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… umm ... and when I say recognize I mean exchange of messages between the
two entities.”
Hospitals, healthcare facilities, and providers had an EHR for keeping scanned
copies of their patient records in an electronic form. Whenever there was a requirement
for patient records to be sent from one provider to another, faxing was the technology that
was being used by the facilities. Because of Health Insurance Portability and
Accountability Act (HIPAA) that requires patient medical information to be confidential,
facilities had to take sufficient care and expend considerable efforts to ensure that they
were not violating HIPAA rules while exchanging patient information with other
providers. The development of Direct technology as a secure and electronic form of
communication was aimed to help providers in exchanging patient information efficiently
without committing any HIPAA violations and improving their workflow to meet
meaningful use criteria as specified by the Center for Medicare and Medicaid Services
(CMS). But the providers on the ground were not aware of Direct technology, its
purpose, and impact on their practice. In order to facilitate the acceptance and utilization
of Direct technology by hospitals, facilities, providers, and other people who exchanged
healthcare information (for example, physician hospital organization, care managers etc.),
the Office of eHealth Initiatives contracted an agency TN-DirectExt for promoting the
use of Direct technology. TN-DirectExt was ultimately being paid for by the funds
allocated through the CMS. Initially, “no one in our state was using it [Direct
technology] … TN-DirectExt had to provide education before they could get people could
jump on board to try this technology,” said Alexa Kearny, the Direct project manager at
TN-DirectExt (Perna, 2014, p. 1). A pilot project was launched from February to May
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2013 in West Tennessee, Middle Tennessee, and East Tennessee so that TN-DirectExt
could give itself a better chance to understand how Direct could be utilized across the
state. In Tennessee, TN-DirectExt worked with Cerner and Informatics Corporation of
America (ICA) as the two HISP vendors who would validate the security certificate of
the communication done through Direct technology protocols.
On March 28th, 2013, it was reported that five organizations joined the pilot phase
for using Direct Project protocols for exchanging patient data. One of these five
organizations was CareCo from West Tennessee. CareCo was a partnership between the
association of physicians and a major hospital in the area and had developed a patient
centered medical home model for the mid-south region. The CEO of CareCo, Mike
Greene, said that “in an era where healthcare spending is under the microscope, we want
to ensure providers can always offer high-quality care while reducing costs,” expressing
the main motivation for CareCo to participate in using the Direct Project protocols
(Miliard, 2013, p. 1). For this study, I looked at the discourses of healthcare providers,
technology promoters (TN-DirectExt), and CareCo in West Tennessee about Direct
technology’s use that came about through the efforts of TN-DirectExt. TN-DirectExt’s
CEO and/or HIT specialist and/or Manager for the Direct project met with CareCo’s
Director of Patient Centered Medical Home program. CareCo, in addition to using the
Direct technology protocols themselves, also helped TN-DirectExt establish contacts with
other healthcare providers, hospitals, and primary care providers. The research setting,
thus, for this chapter was the West Tennessee region in which I particularly looked at the
interactions of TN-DirectExt, CareCo, and a few primary care providers for examining
the existing discourses in the healthcare field in West Tennessee and how the discourse
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changed over time as reflected in the interactions amongst various field members. To
detect the emerging discourses in this setting, I adopted a methodology that I now
describe in the next section.
Methodology
Methodology is defined as “the strategy, plan of action, process or design lying
behind the choice and use of particular methods and linking the choice and use of
methods to the desired outcome” (Crotty, 1998, p. 3). As is clear from the definition, the
use of a methodology is geared towards equipping the researcher with appropriate tools
to get the desired outcome; which in this chapter is to discover healthcare field discourses
that help explain why healthcare organizations behave as they do. For this study, the
changes in the healthcare field would manifest themselves in the discourses and therefore
an examination of the discourses as they evolve should help in understanding the
dynamics in the field. Therefore, it was important for me to choose a methodology that is
well suited to discovering the text and meaning of the conversations and encounters
among field members.
While earlier research in institutional theory viewed organization and field to be
separate wherein organization responded to the field either through strategic responses or
through resistance of different kinds, the newer approach advocates that there is a
constant interaction between organization and field. Such interaction brings to
prominence various issues such as “sensemaking, issue interpretation, selective attention,
and cognitive framing among field members” (Dutton & Dukerich, 1991; Hoffman &
Ocasio, 2001; Hoffman & Ventresca, 2002; Scott, 1994; Wooten & Hoffman, 2008, p.
136). In the event of any exogenous pressures or shocks from the environment, such
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interaction is likely to be further augmented, which is the case with healthcare changes
announced by the federal government. Discourses in the field are reflected through texts
which are spoken, written, or expressed in some other form that are “accessible to others”
(Taylor, Cooren, Giroux, & Robichaud, 1996, p. 7; Taylor & Van Every, 1993) and over
time, these discourses help in institutionalizing the practices in a field by defining what is
considered as normal (Hardy & Maguire, 2010; Meriläinen, Tienari, Thomas, & Davies,
2004). Therefore I collected data that would help in understanding the healthcare field
discourses.
Data Collection
Data collection methods should ideally be a function of the research question,
which also determines the choice of methodology. In reality though, methods are also
influenced the researcher’s own epistemological beliefs and other factors related to
convenience of the researcher and other elements in the research settings. The primary
interest that drove this research was to discover the emerging discourses in the healthcare
field. The choice of the region for this research was based on my convenience to be able
to collect data through interviews. The research question as well as my interpretive
perspective (with its roots in the constructionism epistemology), together determined for
me to collect qualitative data. Since the idea was to discover the “emerging” discourses,
I believed that it was appropriate to collect data over time, and a consultation with the
dissertation committee only strengthened my belief. The advantage with the longitudinal
form of data is that it allows the researcher to observe and note the phenomenon of
interest as it takes place. A request was sent to the Institutional Review Board of the
University of Memphis (see Appendix E for consent form) seeking permission to conduct
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this research. The request was approved and IRB ID # 2707 was assigned to this research
project.
TN-DirectExt members were meeting care providers and hospital administrators
in April 2013 during the pilot project phase for promoting the Direct technology. I was
allowed to be a non-participant attendee in those meetings wherein I started collecting
data in the form of detailed meeting notes. As the meetings went on, I sought answers to
healthcare related general questions, for example, the role of CMS, the HITECH Act, the
HISP, etc. In order to resolve these questions, I looked up newspaper articles, visited
government websites, and sought appointments for additional meetings with the HIT
specialist, Kara, from TN-DirectExt. I went with Kara and Alexa to several of their
meetings with providers and administrators. In addition to these meetings, I also
conducted with Kara a series of semi-structured interviews to understand the pilot project
and the ensuing statewide rollout of the Direct project in the West Tennessee healthcare
provider community. A few healthcare providers agreed to sign-up for the ICA Direct
technology. I attended and took notes in the meetings in which the users were signed up
by TN-DirectExt at Family Healthcare, a family medical center with 10 providers. I
established contact with the providers and other personnel at Family Healthcare as well
as another facility, Mid-South Medico, to understand what they thought and said about
the Direct technology per se and more importantly, the way in which it was being
promoted.
In addition to the secondary data in the form of news articles, webpages, reports,
and copies of the American Recovery and Reinvestment Act (ARRA) and the HITECH
Act, I collected data by conducting semi-structured interviews. An interview protocol
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and a guide (see Appendix F) were developed with the latter helping to maintain the
focus on asking questions that were more important for the examination of the discourses
in the field. However, by no means was the interview guide a set of rigid questions that
had to be asked necessarily at the cost of disrupting an ongoing conversation. I included
questions in my interview guide that related to the past because having a clear
understanding of the events and chronologies was an important step of my data analysis.
The idea behind developing the interview guide was to ensure the clarity of the research
objective and, during the interviews, to keep the focus on the interoperability aspect of
the patient information sharing through eShare Direct technology across practices. In
accordance with the interview protocol, an assurance was given to the informants that all
information provided by them would be kept anonymous and that their identities will not
be revealed at any stage. Most interviews were planned for about 60-90 minutes and the
same was communicated before the beginning of an interview. The informants were told
that it was not binding upon them to answer all questions. They might choose to skip any
question that they did not want to answer. Also, any break in between would be
agreeable to me. All semi-structured interviews were digitally audio-recorded and
transcribed verbatim with notes made about pauses and intonation as far as possible. The
transcriptions of the interviews were shared with the informants to seek feedback about
any errors or misrepresentations.
I followed a snowball sampling strategy for reaching out to various informants
from TN-DirectExt, CareCo, Family Healthcare, and Mid-South Medico. Table 6 shows
a detailed breakdown of the data collected for this study. During my interactions with the
informants, I asked them about other personnel in their organization or in the field who
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would be able to shed more light on the promotion and/or use of Direct technology. As
the interviews were conducted, I wrote short memos at the end of the day to reflect upon
the emergent information from the personnel. This process of reflection helped in
refining the questions asked during subsequent interactions with the informants. Most of
the questions asked in the semi-structured interviews were open-ended questions with
minimum interruption from me, other than the spontaneous acknowledgment with “umm
hmm” to signal my interest about the conversation. There were a few confirmatory
questions from me which mostly read “so, if I understand it correctly, is a-b-c so-and-so.”
The conversation revolved mostly around the use of various communication processes,
tools, technologies. Whenever the informant focused on telling anything problematic, I
sought more explanation to unpack the conversation further. This yielded greater
elaboration on various issues that were not so familiar to me. During the interviews,
personnel were often asked if they could provide some documents to help develop the
understanding about information-sharing.
Analysis and Findings
The aim of data analysis is to be able to approach the collected data through a
rigorous set of operations – quantitative or qualitative – that can best answer the question
asked in the research. The question that I seek to answer through this research is what the
different discourses in the healthcare context in the West Tennessee area are. Discourses
are reflected in the texts and words used by the actors; therefore, I sought to use the
qualitative data collected from newspaper articles, web reports, and the transcribed
interviews. Since I frame my study in the interpretive paradigm, it is important that
instead of the conventional positivistic criteria of internal and external validity, and
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Table 6
Data Collection Detail

Non-participant Observations
In Provider/administrator with TN-DirectExt meetings

9

In Office of eHealth meeting

1

In Direct account setting up

2

In Provider’s premises

4

Archived data
News articles

30

Reports

11

Federal Laws and Federal Register

4

Semi-structured Interviews
Of providers/administrators at the facilities

10

At CareCo

6

Of state official & TN-Direct Ext

7

reliability, I establish the trustworthiness of my data (Denzin & Lincoln, 1994; Lincoln &
Guba, 1985; Padgett, 2008). Denzin and Lincoln (1994) suggest the following four
factors to be considered to establish trustworthiness of the data: credibility,
transferability, dependability, and confirmability. To establish credibility, I employed
triangulation of interview transcripts, news articles, and observations (wherever possible)
to counter problems with retrospective data (Eisenhardt, 1989). Transferability refers to
the usefulness of the findings of this study to other studies in this area which can be
achieved by presenting a “thick” description of the context, data, and its analysis, along
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with the findings. A study is said to have dependability and confirmability, if it has the
internal coherence of the data in relation to its findings, interpretations, and
recommendations (Denzin & Lincoln, 1994). A series of informal discussions were done
with the dissertation committee members and another doctoral candidate to confirm if
they would end up with similar findings in order to ensure that the research has sufficient
levels of dependability and confirmability.
With enough confidence in the data, I started to look for opinions and attitudes
towards Direct technology as expressed by the informants in the interviews as well as
reports, and news articles. An interpretivist approach like this using participant
observation, open interviews, conversational analysis, and interaction analysis has been
used in past research (Allard-Poesi, 2005). I examined the “streams of communications”
(Ocasio et al., 2015, p. 28) in the collected data to categorize field discourses on two
dimensions – the time, and the actor groups. The first dimension reflects the time during
the rollout of the ICA Direct technology in West Tennessee. Based on the rollout, I
divided the whole data into two parts – before the statewide rollout (T1) and after the
statewide rollout (T2). For both T1 and T2, I analyzed the data separately for three group
of actors in the field. These groups were – (1) the promoters that included the state
Office of eShare Initiatives, and the state regional extension center – TN-DirectExt, (2)
the physician hospital organization – CareCo, and the providers. Each transcribed
interview, news article, and report was read at least twice to generate first order concepts
that were categorized based on the source and timing of texts/speech. The first order
concepts were in turn integrated to let the second order themes emerge, which were
recorded as one of the discourses in the field. With three actor groups and two times
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points (T1 and T2), I had six discourses. For all three categories of informants, the
discourse evolved over time, which is not unexpected but certainly notable. I present the
data structure for the discourse among the promoters for both T1 and T2 in figure 6. This
is done to exhibit the change in the discourse among the promoters over time. Before the
statewide rollout, major talking point was the Direct technology to be a desirable
communication tool which ought to be promoted with an incentive, but after the rollout
the discourse shifted towards limited resources and lack of interest from providers. Even
though the promoters claimed success in terms of the Direct technology awareness that
they spread, lack of funding became dominant discourse after rollout.
The physician hospital organization – CareCo – that was contacted by the
promoters to get in touch with the providers also viewed the Direct technology to be a
great tool for communication in the healthcare network. During various meetings with
the promoters, CareCo also gave their inputs regarding what might facilitate and what
might hinder the use of Direct by providers. However, by the end of the rollout, the
Director of the program at CareCo, Dorothy Shumski, whose job is to “build strategies
and implement things that should improve the way we are communicating, and
interacting with physicians” termed the technology to be “kludge” that did not integrate
very well with the existing EHRs. In figure 7, I show the data structure for the change in
the discourse at CareCo.
The providers showed hope and expectedly some concern before the statewide
rollout of the technology by the promoters. Primary concerns revolved around the
contractual obligations with ICA Direct and the technicalities surrounding the technology
and the health information service provider (HISP). After the statewide rollout, the
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Figure 6 Data Structure for Promoters’ Discourses
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Figure 7 Data Structure for CareCo Discourses
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providers felt that the technology was not very useful in the current form and support was
not provided by the promoters. In figure 8, I show the data structure for the changed
discourse among the providers.
The process of generating the first order concepts was inductive and there were no
pre-determined categories of any kind. I present in Table 7 the inductive generation of
first order concepts for promoters, CareCo, and providers. Table 7 has been drawn in a
fashion suggested by (Pratt, 2009) so that it shows the themes, the first order concepts,
and the useful proof quotes that helped in generating the concepts. The rationale for
categorizing the discourses was based on an emergent understanding of the field while
the data was being collected and partly on inspiration from Ocasio et al.’s (2015) recent
research.
Discussion
Recent research in organizational theory has placed a lot of emphasis on
institutional logics and their two-way interaction with organizations in terms of the
overarching influence exercised by the logics and in terms of the response by
organizations that shapes the logics. One of the ways to develop our understanding of
how institutions and institutional logics build over time is to discover the discourses that
through an iterative process over time lead to the creation of logics (Phillips, Lawrence,
& Hardy, 2004). These discourses are representative of the churning of ideas inside an
organizational field. Even though field members relate more with each other in
comparison to organizations outside the field, still each member of the field experiences
different internal and external contingencies because of which they are likely to filter out
– sometimes deliberately sometimes unintentionally – the information cues from the
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Figure 8 Data Structure for Providers’ Discourses
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Table 7
Representative Proof Quotes with Second Order Themes and First Order Concepts

Promoters T1: Desirable Communication Tool
Cheap
Communication Tool

“there had to be a means for those hospitals and providers to exchange health information ... umm ... and
do it purely and do it affordably ... connecting to a health information exchange is actually very expensive”

Secure
Communication Tool

“umm … well (clearing her throat) … my expectations, as far as the health care arena, to be able to
communicate with each other securely [with Direct]”

Provider Connectivity
Tool

“the reason for creating Direct was that it was recognized that health information exchange is ... we are
going to be very difficult to create and sustain … umm ... and as time went by, it was clear that most
providers and most hospitals in the country were not going to be connected to a health information
exchange by 2014”
“the requirements as I said was to create a secure, inexpensive, scalable means of exchanging information
from point to point”
“when I heard about direct messaging and what you know the functionality of it could be, I thought - this is
great you know this is a way which will allow … even in a lot of times, these practices or facilities that
have not implemented and electronic health record – because that's a huge cost – could still communicate
electronically, because Direct messaging is not as pricey. It doesn't have such a big price tag on it”

Quick Communication “you know it takes usually weeks or months for an organization to get on-boarded to the health
Tool
information exchange whereas it takes usually a matter of days or less for someone to get on-boarded to
use Direct which was a technology that was affordable and could be adopted across the ... you know a lot
of organizations did it in a short amount of time”

Table continues
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Table 7 (continued)
Promoters T1: Promotion through Incentive
Incentive for Using
Direct

“the incentive program was intended to be a means of encouraging adoption of … umm ... and the
incentive program required that the HISP be part of the directtrust.org ... umm ... (scribbling sound and
some pause) accreditation program”
“I think the incentives ... because there were no requirements around it except getting a Direct address
from one of several HISPs ... was free money and ... and ... because none of the other ... umm ... potential
of Direct was actually reality at the time of the incentive program ... it was an ... a disconnect ... that was
umm ... inherent in the way the national ... umm ... EHR incentive program is set up”

Reaching Out Plan

“so, one of those things was from … us being a ... trying to basically sell it to a practice and then also not
only be like recruiter but be implementer you know wearing all the different hats and then knowing that
vendors’ process of onboarding these folks to their technology and then training on their technology ...
umm .. so because ... because we were that you know source we were having to reach out and cover you
know these communities”
“I definitely learned that and I would stress to an office manager whoever I was working with ... we need
to have ... even if it's five minutes .. the users that are going to utilize this technology ... bring them in and
let me do my song and dance for 5 minutes ... because if I don't and then I am going to them to say 'Hey
let's set up this account' ... they are looking at me like ... what are you talking about ... you know .. and so
.. so you just kind of learn through the process”
“Direct is only a mechanism … you [providers] will have the workflow”

Choice of HISP

“we were working with .. umm multiple HISP vendors .. yea .. so wasn't like for instance CareCo went
with ICA but there were multiple HISP vendors that because we were vendor neutral that you could choose
from and depending on we were looking at those daily because we could only incentivize those folks who
chose the HISP vendor that was in the Direct trust bundle”
Table continues
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Table 7 (continued)
State Target Sign-ups

“the state is so interested in numbers, and so if my numbers are not then I am not doing a good job”

Use of Federal Funds

“and because the state of Tennessee, their health information exchange was in somewhat of trouble, they
decided, instead of utilizing these funds for the HIE, because it's not going to be enough to get them where
they need to go, we're going to utilize these funds for direct messaging, which will, in turn, be needed for
meaningful use, stage two”
“we initially had the pilot project, and because it went so well, that's when they went into saying, okay,
let's go ahead and see with you guys. And two, that funding that was available umm … it was going to be
… if it was not utilized, it would just go back up to federal dollars”

Structure for Rollout

“each state's so called state designated entity which is the office of eHealth works for Tennessee and any
regional extension centers that are within that ... umm ... within that (a little pause) state restrictions ... so,
in Tennessee, umm ... the … the ... office of eHealth actually funded the project where … err … the
Tennessee Regional Extension Center helped with the Direct incentive program over the past year and a
half”
“every state was expected to have a plan or adoption of Direct messaging ... but different states approached
that in ... in different ways ...”

Promoters T1: Difficulty in Convincing Providers
Technical
Imperceptions

“the apprehensions that I seemed most prominent were the misunderstanding that ... that Direct was like
Health Information exchange and that you were committing to a particular network or organization when
you signed up for Direct”
“it was hard to get the concept across that just because you signed up with a particular HISP didn't mean
that … umm ... that you are committed to the other people that signed up with that HISP or ... or even to
that HISP”

Table continues
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Table 7 (continued)
User Reactions

“it is difficult to ... umm ... request time out of physicians or even practice staff because they are trying to
take care of patients … that's how they make their money ... unless you have something super important to
tell them ... they are not really wanting to see you”
“and many folks were saying 'I'm just waiting on my EHR’ because many of the EHR vendors who had
Direct knowledge ... Direct technology integrated into their EHR ... just they were not ready to release that
version, so that happened with the eClinical works providers and they were like 'we don't .. we .. there is
no reason for us to implement something outside of our EHR .. we thought eClinical works it's coming’ ..
however those versions weren't released until the first quarter of this year”
“some of the providers ask questions like ‘what do you mean by HISP’, ‘what is Direct’ and she tells that
when they talk about it being helpful for Meaningful Stage 2, then they reply saying ‘we are going to talk
after a year’”

Promoters T2: Success by Educating
Spread the Word

“I think that we did a phenomenal job getting the word out about Direct, what it is, how it works, what it
can do for you, across the state of Tennessee in a very short time period”
“we showed the rest of the state what it was, how it could work … umm … incentivize them to be early
adopters and step up to the plate and see how this all worked. And so, those were you know … and it did
get the community talking”
“we did a whole state launch and campaign ... and so now it's not as new of a technology ... to you know ...
people have heard about it and now they are excited ... Now finally my EHR has it integrated … I already
know what it is .. I know what it's about ... but you know I think ... we were just one step ahead of the
game but at least ... right ... we had the introduction ... we laid the ground work for it ... and you know
there is early adopters who were incentivized and now is the time where it's not ... you have to do it”

Table continues
157

Table 7 (continued)
Education about
Direct

“I mean so one of the positive outcomes of it is that, I feel like there was a lot of education provided that
we completed across the state of Tennessee, early on enough that most of the offices, hospitals, etc.
entering into stage two, and this year, they already knew what Direct was. So, even if they're not using
what they implemented last year correctly, they understand what it can do, why it exists, and what,
eventually, the big picture will be”
“but we did have the success piece or side to it is that it was introduced ...we provided lots of education
about what direct can do ... And so .. instead of it being new technology in 2014, they at least know about
it. I would say hopefully, 50% of the state you know you said they heard about it from some aspect
because we were doing our ... and that not only what we are doing the recruitment ... I mean I was
attending educational conference ... it was really fast ... it was a good project ... it was just you know .. if
we had a little bit more time and money ... we could have probably ... [done better]”

Promoters T2: Poor Planning and Limited Resources
Chasing Target
Number Signups

“in each practice that we implemented, we should have defined a champion, some super users, so that way,
they know what the process is. But, we didn't have time. We were just trying to make our number”
“I mean we had an 8 month window to get 4000 users on board. So, that's been the ... we were just trying
to sign people up ... we didn't have time then to say that okay … now let's talk the rubrics .. and that's
what”
“so, we ... we satisfied our contract signing up 4000 users and that was the extent of the contract but you
know why I think that it still not a what I would call successful is because that technology is not being used
now ... you know …”

ICA Direct Not
Integrated

“Direct that people adopted last year was entirely web mail ... it was a portal that allowed them to log on
and send or receive messages ... it had no connection to their EHRs ... because there were no EHRs that
had that capability”
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“the motivation is to have the Direct messaging within the workflow of the EHR ... it's ... very few
providers are willing ... umm ... to ... use Direct that isn't connected to their EHR because they have to
somehow log in to another system, go into a mailbox, get a message. To capture information from that
message, and use that information, there isn't time to do that in the usual ... umm ... 10 minutes you have to
see a patient”
“however when you are logged into that patient's records in the EHR, you see the message, Direct message
from the last provider that saw them with their information attached in a form that your EHR can actually
pull parts of that information out like their medication list ... pull it out electronically as opposed to just
showing it to you to read … then that ... that will get people excited”
“I think, right now, the breakdown is, a lot of the reasons why these providers are deactivating their
original Direct accounts that they created last year is because their EHR now offers Direct. They received
their upgrade. Oh, now my EHR offers Direct, so why do I want this other Direct?”
“now, I'm going to have two addresses, and that causes a problem for us, because we publish that
directory, but how many of those addresses are truly you know … working? The hospital goes out, oh,
great, Dr. So-and-So has a Direct address. So, they send it to him and it's returned, because his IT
department has said, ‘oh, that was great for last year, but we just got an upgrade on our EHR, so now,
we're going to use their Direct messaging’. Well the IT person doesn't even know that there's a directory
out there ... you know it’s just… [tone of ‘it’s all messy now]”
Ill Timed

“I mean that's if you had to sum it up ... it's timing and just you know, the timing in every aspect you know
not only with the pace of the project that we were on but also the timing from the EHR vendors and them
having that Direct functionality available ...”

Use of Federal Funds

“the pilot project was from like November 2012 to May 2013 and then in June 2013 through Jan 2014 was
the state rollout so it was a very quick ... you know the state had to use funding they had the ... they have
these pockets of money that go you know they don't use all of their ... then they are going to go back ...”
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Less Resources (time,
fund)

“I did certainly think that if we could have had an additional year of you know working through …”
“I think you know the only thing that, maybe, we could have done better is had more time, and then had
the … had more time to actually help with their workflow, so they could understand exactly how it could
be utilized with their practice”
“most of the time a company will have ... you have the recruitment team ... you have a sales team .. and
then you have an implementation team ... and then you have a training team ... and then you have a support
team … you know and here in west ... and then we had the HIT specialist across the state doing the same
thing and so that was I think one ... and that would I didn't say was necessarily a struggle … it was just we
did have a limited amount of resources ... and then also, the because most of these HISP vendors this is
like their first big push of users so their processes as we on boarded these users ... we were like their betatesters to say you know ... this is crr cra [crazy] ... you know ... we had to give we were giving them the
feedback to then make their processes better and ..... so you know but I think with any new technology
that's the way it goes”
“it was unfortunate because there was not much we could do ... our funding was ending ... and the Direct
adoption across the country hadn't really started yet ... in terms of interfaced with an HER”
“like if we would have continued to be funded, we could have community groups to come you know,
through the medical community and come together, and let's start developing a process around it. Let's
start developing a way that you can actually talk to each other. So, that was one of the downfalls”
“each practice has their own way of handling these things, and so it would have been great if we would
have had additional time and funding to you know … after we have those people on boarded, we could
have gone back out and kind of done that support session and really figure out and then connect them and
really show them that it is a network. It's not just you know you setting alone”
“what I was wanting to see from the State perspective is now give us additional funding so we can go back
out to those practices and help with workflow …”
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“it was you know ... umm ... the like we were giving away free cellphones but there were no cellphone
carriers … or ... there were you know ... you could only call the people ... umm ... on your block”
“we were able to implement, but the breakdown there was, we implemented, we got the participation, but
then, we didn't have funds from the state to support. So then, where's the support? No one's supporting it. If
you're not supporting it, it's not going to work. And so, I think that's one of the biggest downfalls”
“we were able to onboard, but we weren't able to take them down the track. We were just like, get on the
train. Now, we're stopping. Are you all going to talk to each other and try to make this happen! Without a
facilitator, it's hard to make anything happen”
“you can't give someone technology and not assist with the setup in workflow and you can't do that”
“you can't just hand somebody technology [and say] now go with it ... you have to hand it to them ... and
then have the people ask back to go in there ... and show them ... and tell … because everyone is so busy ...
unless you can talk through and show them ... now that you have this ... you can you know do this ... and
save you time .. but we just didn't have that you know next level of support ... to take it from
implementation to actual you know into their daily workflow”
“I mean ... you know ... If project is started and implemented and if it's not carried out and supported then
it dies because there are other so many other competing priorities and ... so yea ... that you know was
definitely disappointment”
Promoters T2: Providers Uninterested in ICA Direct
Not used by Providers

“they'll participate, but then, they don't want to communicate with each other, or then it's not their priority,
or they have ten other things they're trying to accomplish”
“and with the incentive attached ... it was basically like what is there to lose ... Let's try it out … we have
an incentive right now ... if we don't ... we don't wanna ... we definitely don't wanna be next year going
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why didn't we (thumping table) do that ... now we are having to do ... yea ... so it was one of those things
where it was kind of ... why not ... let's try ... let's get the incentive .. pays for itself at least for a year”
Selling Strategies

“we, especially here in west Tennessee, have struggled so much creating a health information exchange,
and we've struggled, so much, from the provider-to-provider communication, that that was one of the bestselling points that we had is that now, you will be able to securely communicate with providers around
town”
“you know you're not limited within your small network. You're not having to do all that calling and
faxing. Hopefully, this will be more efficient you know, and then also supply these long-term care facilities
etc., without EHR, the ability to do the same thing. So I mean that was the biggest selling point. I feel like
that was a bigger selling point than stage two of meaningful use, because you know there's a large
(extended pronunciation of large) [to emphasize] percentage of providers that are still in stage one, because
they're just now beginning their meaningful use journey. So, I mean out of the providers I support, I would
say probably 20% are in stage two, meaning 80% are still in stage one”

Technological
Disagreements

“the intent of Direct be it the real the what Direct was made for is to send CCDs which is not a large file,
it's easy to send and that's the transport method should be Direct but then when you start talking about
Direct then of course people start saying I want to send images .. I want to send this ... I want to email
because they already have their hardships and their practice that they are going oh ...”
“I [typical provider] want this technology to do this … and we are going ... well it was only build for this
... don't you just want to sign up for you know ... and so … still because it has limitations you know they
are like well no … I need ... I need something else ... and you know it's just ... and a lot of times ... it is ...
you can't find one thing that is going to fix everybody's problems ... you know ... and so ... trying to stay
within that scope was kind of hard too ... because you wanted to get people on board so they were like ...
sure .. sure (trying to excite) ... we will send images some time …”
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Meaningful Use – Not
Incentives

“our funding has ended ... so ... and ... you know ... the encouragement for that is that is the meaningful use
program”
“you know ... part of the process of referring and ... and ... getting patient to referred to you, there may be
the incentive of being part of the system ... or providers who don't do it because of meaningful use ... I
think there will be. So, if you are ... if you are cardiologist and you don't ... didn't ... the incentive for you is
there in meaningful use … however, the primary care doctor who probably is interested in meaningful use
is using Direct and if you are the cardiologist who doesn't have Direct and another cardiologist does, that
will be incentive alone to use Direct”
“I think the incentives ... because there were no requirements around it except getting a Direct address
from one of several HISPs ... was free money and ... and ... because none of the other ... umm ... potential
of Direct was actually reality at the time of the incentive program ... it was an ... a disconnect ... that was
umm ... inherent in the way the national ... umm ... EHR incentive program is set up”

CareCo T1: “What works” for Direct
Incentive Pulled
Providers

“I think it [incentive] just made it easier for doctors to say ... well why not for a year. Why not for a year!”

Independent Providers
Easy

“so, the independents were the ones that could do it quickly and I ... we have had a few. So, we started
there and then the next phase from there was, I said ‘well if can't get the rest of the primary care, we can
use these two, build a specialty panel and let's start working on the referrals’”

Meaningful Use
Utility to Providers

“you have to think of the big value of what's in it for me … and at the time ... it was the meaningful use
piece, and I knew that it will allow the specialists where at least on the level of systems may be we could
entice them which was an area of interest for me … because I have the patient centered … the primary care
docs who wanted to be connected to the specialists”
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CareCo T1: “What doesn’t work” for Direct
Administration PushBack

“there was an agreement to do it, but I had like ... we had two doctors who initially had signed up and then
the others ... umm … and then the others ... umm ... had other issues like they were part of a larger
organization and ... they either said 'oh we are going to get Direct through our EMR' ... and which you
know as you can see delay on top of that or it just ... it just you just couldn't get to a consensus with another
one”

Provider Readiness
Issue

“it's really about the readiness like when you look at the hospital, they were already wedding other
programs and stuffs, they weren't interested at the time. It's timing also”
“and then you have an urgency at the state level that you know that we want connectivity between
physicians ... what I understood they wanted physicians and they were so frustrated because we were not
just doing physicians. What they have to understand the work actually occurs somewhere else. Yes,
physicians can talk but that does not necessarily mean umm ... they are going to go down this road.
Somebody else might be doing it for them. So, the discord is just really about the readiness, I think”
“they [state] were just waiting ... they had to have that as I think I mentioned to you earlier the tipping
point ... and that's a very hard thing to get to”
“it would allow for what I called more physician independence .. they just weren't ready to buy the idea of
all this”

HISP – Direct
Technicalities

“what it appears is gonna happen now is that you have individual ... not really HISP but the Direct is ...
then are a part of eClinical and then they would have to build their own ... their own information ... So,
everybody builds their own account of directory of who they need to get and I don't know how that's gonna
happen without a validating entity involved, so I don't know”
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“I don't know if that ... that's connected to ... NextGen goes to HISP and says we want you to do that for us.
And Cerner says, I can do this for you too. So, it ... that's ... that's something I don't understand structure of
and how that works as each EMR gets a Direct capability”
CareCo T1: Desirable Communication Tool
Cheap
Communication Tool

“if we saw things were incomplete at the physician's level, we would go back out there do that and then we
would put the information in ... so back then, I believed in having a connected network. I would read
constantly looking for ... you saw all these HIE solutions. None of them were ... or they were so cost
prohibitive ... there was no way anyone was going to invest ... there was no way for me to do ... to make
that happen at a physician level ... so when the Direct came in, the Direct was the only viable opportunity
for them to start that process ...”
“so when TN-DirectExt brought the opportunities to being Direct on, we thought that was a lower cost
operative to see if we could build the process between our physicians and because we were doing patient
centered care, and the neighborhood requirement of exchanging information from site to site, we thought
that that might be a possibility”

Potentially Good Tool

“when we were talking now that this is just the beginning process, it is not going to be a perfect fit ... but
it's a start ... if we are willing to commit to that”
“when they [TN-DirectExt] presented the idea, I told you, the whole concept of its potential was there”
“my concern was the short period of time that the plan was allowed but I figured it … at best it's a nice
introduction to the idea and maybe we could build the beta out of PCMH and initiate another component of
that which is the exchange of information in a relationship with the specialist. So that's what I thought it
could do”
“I felt there was opportunity to engage and interact with specialists which is important thing ... now you
will be expanded your medical neighborhood. Right! But, umm ... so that possibility was worth the beta
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effort and this is beta to everybody. So that's ... I don't know that I convinced everybody ... but I did
convince enough that I could start down this road with them”
“transitions of care is a big issue in patient centered care ... you are trying to make sure that everybody is
engaged so that everyone is responsible for the patients and everybody knows about that patient. So, in
theory this was ... a method that we would hope we could communicate”
“Oh it was exciting … I wanted it to work”
“I mean when I went into it ... was just looking at it as a framework, low cost, to provide the
communication that would allow a medical neighborhood operate … because we had already seen that the
HIEs that they looked at were too expensive and not the best answer so if this could be developed within
the physician community and hospitals had to work their way in”
Quick Communication “we sent test to each other ... so, we could see how fast a message got and how fast it respond so, I was
Tool
pretty much impressed”
“what we had hoped was that at least a minimum when we were having issues with the patient, let's say,
and we wanna communicate to the doctor. We could do that ports and informations that they could see
right then and there through Direct”
Secure
Communication Tool

“I was just told that this is another way a more secure way of us communicating real ... pretty much real
time without providers ... without physicians and this is the product that we are gonna use and never was
given trial with any other product, so”
“at first I thought well ... this is going to be something to add to my workload. But when I saw that it
wasn't really going to be a burden ... it wasn't going to be an extra task ... it was replacing something that I
... another form of what I could do and it works so well, then I was okay with it”
“I think we all believe in one thing … that we want a communication within the physician and provider
community. Okay ... all agreed to that”
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“So, we will call them to close those gaps. In some ... and just ... I got a reminder. So we try and keep our
patients well. So, this is ... so this is for ... and I may be getting ahead of myself ... this is where Direct
come-in. We are doing all of this transference of information and you know HIPAA is a big thing”
“oh ... okay ... yea ... they build it to have the secure email ... you know it was a real big one because that's
what I have been fighting for all the years ... everything about the HIPAA ... when HIPAA came in it
became very important to have that level of security ... the ability to be able to reach out outside of your
work environment and work with other colleagues ... across the state ... where you know ... when you
really went and talked about the quality and those kind of things and reaching out to them and I had
thought it would expand healthcare and arrange in a way ... umm ... I think that's those are the two main
things”
CareCo T2: Technical Limitations
Attachment Size Limit
Issue

“I don't know the downside. It's good what I do ... umm ... oh there is one. There is one exactly. And I
didn't find this but Dorothy did. There is only a certain amount that you can upload”
“I can say that one specialist of the primary care, they … I mean specialists, actually it was pulmonary and
they said we need to be able to exchange our images, our radiological images and umm ... and they said if
you don't give that to us, it's not much of a value to us”
“it needed to carry umm ... more than ... a sheet of paper ... it needs to be a mode of transport to that
provides true business interaction and one of those business interactions for healthcare ... health individuals
is radiological images ... that's one of the big things”
“what we couldn't do was transfer documents so we were still in turn finding that system harder then for us
... so go back to our old system which was the patient portal or the practice portal ...”
“one of the bigger things that I know that we all agree was an issue was the ability for it to carry the
information at the large size that was necessary and the ability to take things such as images, because if
you can't exchange the information to reach ... taking care of the care ... the desire to use it is less then”
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Unchanged Workflow

“I mean ... I am not .. I would like to tell you there was [new routines] .. but I will be honest with you. I
went back .. if I went back to my older ways in that way ... were they able to change any”

CareCo T2: User Disinterest
Unclear Expectations

“the problem was that I knew that this system was not going to have the flexibility to do that so the reality
of CCD vs more information ... maybe I should have known a little bit about that ahead of time ... me I
mean spending time to understand it better but I was willing to take anything they had at that point ... so
may be just got a naivety and hopes that something could you know take hold”

Not Enough Number
of Users

“I gave her [Kara from TN-DirectExt] the doctors that she should be targeting because I knew this is who
they would be referring to and she ... it just took too long and as I told you ... by that time, the money was
out ... there weren't enough volume of the right doctors ... so I could even start it”
“also we didn't even get to hear about it ... you did … but you've gotta remember that we have got 1500
physicians … yes ... so, what we attempted to do is to build ... the tipping point didn't happen ... there
weren’t enough of us on here. It's very limited small sector that was exposed to Direct”
“the only way that I saw that it would be ... obvious is for us to bring them [providers] together to talk
about how they would talk amongst each other and how they wanted to do it and I was waiting to do that ...
didn't happen”
“the issue there (coughing) ... would have been having enough of the right specialist signed up so that we
could make that happen. And I know that TN-DirectExt did a really good job of attempting to do it but it
just .. we couldn't get enough of the volume so that we could start that process, thereby over a period of
time, the synergies about using the system sort of faded”
“I think it had the potential for it, it just never got up and running”
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“they [people at CareCo] were apathetic ... meaning you had to find a good use ... this is where I keep
coming back to the fact that if I found we were able to get enough people engaged, we were going to start
communicate, special team and primary care consultation bringing them back and forth”
“we needed an orthopedic in that group .. I was wanting in particular .. and she had people who said they
were interested but they .. and the time constraints of them having to get it .. they were limited .. after that
it was over with ... but there was really no ability to build the work group ... I wouldn't have had a problem
doing it ... we just didn't get the right players in place”
CareCo T2: Poor Planning
Less Resources
(support, fund)

“and that's (funding) what we needed ... I mean that's what we were trying to get to”

Time Related Issues

“although this CCD transfer would be nice … but the problem was you ... the EMR status the process was
not ready for that ... so not a good thing there. Timing probably was off ...”

“when I had to use it again ... so there was ... there should have been a tutorial that would structure so that
it would take a few minutes for people to use it and understand it ... a resource that didn't require some
human being when there is limited sources so that was not necessarily structured in a way that could be
successful”

“I think the time limitation was again the problem”
“you [TN-DirectExt] got to spend your whole time to ramp it .. so there was no work .. together so that's
why to me this particular thing failed on our end. On our end of the state”
“have I thought it (additional year) would probably have really been a cool thing ... because then we would
have … the workflow capability is there ... they are able to develop ... we would have built of team level of
interaction”
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Not Integrated with
EHR

“and umm ... the other thing was the issue of having to go you know it was err ... it's a push and pull alright
... I mean it's a ... it pushes out but you have to come get it ... so it ... that takes too much ... you have gotta
stop it to get out of your system for theirs to get it and that was a problem”
“it was kludge ... so wasn't a real smooth process and we ended up determining we had a better process
because of our VPN access into the EMRs themselves that we were able to actually go into their system
and talk to them if we needed to talk about a patient. Yea ... kludge mean ... to me kludge makes you feel
exactly was it's hard ... it's not a smooth process ... umm ... it isn't ideal in the way that you want to
communicate because it is one where you wanted to transition straight into system ... I can't do that until
the EMRs get it, but I did ... a lot of them are using Direct made the potential there ... right ... it should go
into the system and ... it doesn't really integrate ... I mean we tried to get it integrated with the email
systems too ... you know but it's ... it's just ... it's that sort of I mean by kludge ... too many steps to do
something that is simple and you know the problem with the way of communication”
“If it would with the ... what they talked about you know CCD kind of ... it's a standardized transfer of
information and it gets merged into an EMR and then with the notification you know ... it's sort of a way of
saying 'hey, here's some information' ... and if they wanted to go into a patient's case, then it's able to
merge into that system”
“we used it between us and our ... our patient centered doctors which was our primary care groups and but
... the problem with the way it connected or that she had to require to put on attachments”
“at the current time, the other issue is also that it's outside .. it does not go into a system ... and that makes
them stop and do, and then that to me in a busy office is just hard to get into the workflow”
“well I knew that the potential was it was new and then probably wouldn't going to answer everything but I
was hoping ... umm ... because it was something that was seemed to be more diverse meaning it's been
used in all different states that Direct method ... that that could be sustainable .. but it really has to still
have to have some way for it to generate from and it seems as if it's still here, it's just never been
incorporated in the EMR”
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“it never got to the point we had the right. I gave a list ... you know of specialists and Kara worked hard to
get there but she said that the klutziness of doing it ... going back and forth … and so we didn't get all that”
Unsystematic Rollout

“they (state) could have done a true implementation plan [which] would be in where they design ... here is
our process ... here is how we think it will work. Here is phase 1, phase 2, phase 3 ... they didn’t do that ...
they went out and looked for need case ... without any capability for any of us to build a plan (laughing) I
mean so ... we really didn't apply itself ... it couldn't be successful because there were no plans ... this was
just ... 'see if you can figure out a way to use this ... and reach out and see if you can get anybody' ... well
the idea of it being so strictly for meaningful use, if you have only got 50% of the people on EMR and out
of that ... I don't even know what the percentages that are looking for the reimbursement”
“the goal here was to get a bunch of Doctors sign up that … they weren't making it a realistic in the sense
of they wanted that … not the real implementation … so if you want to look for problem … that's the
problem ... you know you gotta figure out what it is … they wanted us to give used cases, okay ... I gave
used cases ... but the problem was that we couldn't get enough there to have the time to do anything”
“so, if we could systemize it, you know, and I don’t think it was the perfect solution but it was definitely a
start. But if you cannot get your people in place you can then build your work group ... because that's what
my intent was that if we could get enough ... we would build a work group and that never came to fruition”
“I felt like we should have expanded it even though there was no reimbursement for something else ... but I
know you can't function that way ... so, because they were the ones in the office, they were the ones doing
the piece, and so I was a wee bit frustrated just because I wanted ... I really did wanted work on the used
case and I don't think we spent too much time ... well … you didn't have a choice ... but we spent all the
time that was allowed recruiting vs working ... so that I mean that's the biggest problem that happened
here”

No Consultations with
Users

“the intent of it was sort of not carry large documents, well, you know, it's nice for someone else to tell you
that that's not what it's gonna do. But you didn't ask the user. The users have a more of a need for these
things along with that ... so I mean you know that's ... that to me is what limited the abilities they force you
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... you get this money incentive ... it does not matter ... they really need to know that it can do something
for them”
“I ... maybe if I had to do it all over again, we would have brought the users but brought the users to tell us
what they would like to have a system work because the difference was we were trying to sell them on a
concept ... and of course we weren't control that .. but I just assumed that may be this could bring us the
beginnings of that ... and so I would probably have wanted to give them the more buy in the conversation
about what they want”
“[Could have] had everybody understand the goal on a consistent level ... state wanted something else then
what we wanted ... (loudly) so the funder ... you know ... coz like she said ... they met what they wanted ...
but I don't think they understood what they wanted to get out of it”
Providers T1: Hopefulness with Direct
Technology with
Future

“in that information giving, we sort of said, ‘okay, this isn't nearly as …’ – but, you know, technology
might, we said, well let's go ahead and move on ahead because we don't want to be, you know, we'd rather
– anything is better than nothing”
“I like technology, and so any kind of connectivity is better than no connectivity. And if we can get some
kind of connectivity started, then we can start working to expand that connectivity, and … umm … and get
it more fully utilizable”
“and so, what I was hopin g was that the Direct Project would actually end up being its own developed
health information exchange system, where it would have that interconnectivity, not only of messaging but
being able to then move data … you know … from vendor to vendor, system to system”

Secure Technology

“well , the pros … [thinking] … for the Direct is that it gives you a HIPPA compliant, secure program of
how you can move data concerning your health information from one practice to another”
“well, from the security concerns, I mean, it's pretty well resolved”
Table continues
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Table 7 (continued)
“What I felt that they wanted is the SecureFax , the secure communication between each other”
Good Communication
Tool

“so it sounds like the only … I am not sure what the downsides are to an organization … right … it’s
paying us money more than it’s going to cost us … so that’s one concern that is cost. The connectivity
issue – they will work with NextGen, we can talk to the guys at Olive Branch … we are not going to be
able to use this service for all of our specialists but we … we will be able to use it for some of the our
specialists so it will replace the fax machine at the offices … it’s not going to create more work from what
I see”
“my thought was that … the ICA Direct would actually be available within the NextGen chart, either by
doing some type of a linkage or something like that”
“at the beginning, I was thinking that it was a process that was going to shorten the steps for data
movement”
“[Thought] it was more utilizable than in actuality that it was, and it was more … umm … more universal
than it was”
“when we first signed up, I thought we were going to receive everything through that, instead of fax”

Providers T1: Concerns with Using Direct
How many other
users?

“How many other hospitals are going to be on this thing”

Technical Doubts

“and I wondered how it was going to work because … in Stage 1, I sent the encrypted … a record into
Chicago to a lady I network with”

“From a functionality standpoint, the issue that you run into with the Direct is: how many of the specialists
are signed up with Direct, and so how many of them are you actually able to contact?”

Table continues
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“if each person that works here have a separate Direct account, they rotate doing referrals, so if there was
information requested the day before, so that person coming in the next day doesn’t have access to that
person’s email”
“so if we sign up with you guys and Baptist signs up with some other vendor, we will still be able to send
messages to each other?”
“what I am struggling right now is that a lot of this is … we have a medicine … I am trying to understand
that how this is over and above what I have already got?”
“I don’t understand how this works, I have a patient in the hospital I’m going to discharge ... I don’t want
[with emphasis] them to have access to my database”
“you see … what … I am … I am not … I am not trying to be aspersion or … I am just trying to
understand what is … what are we doing here that I can’t already do … I am just trying to understand this
concept a little bit better”
“so is that like a secure email? well we don’t have that capability so that’s new”
Contract Related
Doubts

“if we cancel after one year then whom we owe”

Additional Burden if
Used

“there is so much stuff to do … and there is a lot of overload”
“when you sit and you actually look at the step-by-step process, how much does it really save you in your
workflow? Or does it actually change your workflow to … or increase your workflow? And so, when you
start to look at it from that standpoint, if it's more work , then you're sort of – okay, it's good and secure,
but it's more work so that's costing me money … on that for my staff and everything, time on there”

Table continues
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Table 7 (continued)
Providers T2: Electronic Referrals Desired
Useless without
Patient Chart to Chart
Data Transfer

“so, as far as how it has affected the functionality, really it hasn't had a huge shift in our process. The only
thing that is done is when we use it, we're not as concerned with security”
“and at the time that we started, there weren't that many people so, I mean … it was just – and the first one
didn't work … so it was, like any type of system startup, I mean it … it … it didn't seem to flow the way
that we'd like for it to go. You know, as far as – you're going, okay, if it's that rough starting off, what's it
going to be like down the road?”
“the initial person that brought … came to us and said, hey, we have this new system for more secure
communications, but we could also provide this information to where when you receive those
communications, it automatically goes into the chart. Or, you could upload it and send it to the patient
chart, instead of having to print. They weren't sure that they were going to be able to get it in place, to fully
work the way that they wanted it to work? That's the only thing I could think of, because they didn't want
to say, hey, we're going to have this”
“the huge advantage of the Direct is that I am sending it to you in a format that you should be able to
import it with a click of button where you bring in all the medicines that I have in my thing, into your thing
... in my software to your software with a click of a button with no errors because you are copying
something. You are copying all the allergies that I've sent from my software to your software and same
thing with a problem list. Same thing with the vital sign. Same thing with patient’s demographics”

Useless if ‘email only’

“so instead of me send ... drop it on a paper Faxing it, somebody on the other receiving end pick up the
FAX and start to manually enter every single word ... you have the option now I want to send it in a Direct
way - it's secure, it's encrypted but then you have it in a structured format that you can import it and make
it alive into your software”
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“so, that's the first thing ... that's what's relevant ... so when people talk about Direct state ... the Direct, this
is the most important ... that's what it's all about . Meaningful use. Stage 2. Core measure 15 - how many
did you send electronically”
“I think the … the biggest impediment is just the … umm … is making sure that they're [state] doing more
than just a email messaging system”
“so, I knew that this was a good thing ... I think they are not using it to its fullest potential. I think they are
just ... I think this is now a glorified FAX in a sense. It is a glorified FAX until we get to the import part”
Providers T2: Lack of Support
Government Imposed

“the government regulation is the number one driving force ... and I would say patient's care would come
second. It's about government regulation”

Incompatible Software “the technology is there but every software is different and even the software company are not sure what
they are doing”
“I was the first account that was bought from TN-DirectExt and I paid whatever $150 a year or whatever it
is … but let me tell you ... I ended up buying another one. Here is the reason why – My software is not
able to count although I have a Direct account with TN-DirectExt called the ICA whatever ... my software
is not able to count it. My software only counted if my software partnered with Surescripts ... so there are
different vendors all over the country for Direct ... so I had two options ... either to keep mine and
manually count my referrals because my software was not able to kept my ... the practice analytics - this
one ... if I send it the regular old fashioned way when it comes to this ... it says zero. It's not counting it”
“it only counts it if I am using the Direct vendor that my software had a relationship with. So I had to buy
another account and that I am not going to renew my account with the TN-DirectExt. TN-DirectExt is
dead. If … that project with TN-DirectExt is dead ... because if every software is going to have the same
deal ...”
Table continues
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“it needs tweaking. It does not come ready. It needs a lot of tweaking. When you are actually putting to the
test, it doesn't fly well”
“I paid for the other one (ICA Direct) for two years anyway you know ... it's a waste of money. But of
course, back then, we didn’t know how this is all gonna play out. I knew earlier Direct account, I didn’t
know that my software company is gonna also have provider vendor that they have partnered with for the
Direct account and every software company is doing the same thing”
No Help from
Promoters

“they didn't really do a whole lot about assisting with it. And then the other was, you know, the messaging
because it was just pretty much just this is a secure messaging system”
“that's the technicalities that a lot of doctors are drowning in. That how do you set it up. The setup”
“they didn’t give us any of this. I had to research this on my own”
“because it's a headache and it's new and people don't want the government to tell them what to do and you
know that mentality on big government and most of the doctors are republicans and they blame it on
Obamacare ... this is nothing to do with Obama ... this has been going on way before Obama ... the
Healthcare reform is way before Obama”

Providers T2: Not Useful in Current Form
Unchanged Workflow

“so, as far as how it has affected the functionality, really it hasn't had a huge shift in our process. The only
thing that is done is when we use it, we're not as concerned with security”
“I mean, while that's nice and good, I mean, that just doesn't serve everything that needs to be served, and
if that's all that you're going to be, then yeah, okay, we'll put it in but I'm not sure we're going to spend
hours and hours and hours and hours of trying to change our workflow just for that kind of thing”
“Instead of looking at it on paper, it's on the computer now. That's the only difference I can say”
“I think the way of conveying the message is really not that important so if I send it to you in by FAX or if
Table continues
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I send it to you by Direct email, you will get it either way”
Under-Utilized

“from a utilization of Direct, really until just the last few months because there just wasn't many sign-ups,
and so, I mean, there for a long time after we signed up because we've been signed up for a while, you
could go months without having an email or sending an email of patient data”
“I thought it was much more … umm … utilized across practices than … than it was”
“I don't know that anyone else, and I want to say that there were some specialists that were set up with it,
but we've never received anything from there”

Not Integrated with
EHR

“The (pause) cons of that is that is its own system that's not then connected into any other system. So, you
literally are having to go to the website, open up this system, read the information, then save it down into a
file, and then upload it into a file. So, still there are several steps instead of it being a seamless operation
(clears throat)”
“it still is not within your system. I mean, there's a total difference of when I'm sitting seeing you in the
exam room, and I'm in your chart and that information is there versus I have to go out of your chart and I
have to go to another location, another website, and I have to look for that information there. So, now the
time that I could've spent talking to you about issues, I'm trying to track down work … or staff are trying to
track down work”
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field. Thus, not all members in the field are likely to view the changes that the field is
subjected to in a similar manner, and therefore, each member in an organizational field is
likely to behave differently compared to other members. These differences over time
make an organizational field proceed in a certain direction that cannot be predetermined
with certainty. Nevertheless, the field’s orientation can be attributed to the organizations
that constitute the field and for this reason discovering the discourses in a field is an
important pursuit.
Contribution
This chapter specifically responds to the call for researchers engaged in
institutional theory research “to focus on collective rationality within fields” (Wooten &
Hoffman, 2008, p. 138) by not only focusing on field outcomes, but also looking at fieldlevel interactions that are vital to organizations. By looking at CareCo, primary care
providers, and the TN-DirectExt (that is involved in the pilot project and statewide rollout
of the Direct technology) separately, I respond to this call and provide a deeper
perspective of healthcare field dynamics through an empirical illustration of multiple
discourses in the healthcare field. The main contribution of the chapter is to develop our
understanding of intra-field dynamics. By intra-field dynamics, I refer to the various
ongoing changes in terms of viewpoints about something that the organizations in the
field consider important – in this case the Direct technology use. This will further help in
the research in institutional theory that in turn looks at the response mechanism of
organizations when subjected to various logics. Without an understanding of how
discourses play themselves out in a field, it is difficult to understand the institutional
changes that are likely to emerge. Vest and Gamm (2010) suggested four broad
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strategies to meet the challenges and obstacles that lie in the path towards the Obama
administration's vision towards HIE-driven low cost and high quality healthcare.
However, these four strategies are too broad. An additional contribution from this
chapter is that by taking a closer look at the field level dynamics, I offer in the next
paragraphs some concrete suggestions that may be implemented by the field members.
An existence of multiple and different discourses – that might likely give rise to
competing logics – is natural in a social system. However, it is important that over time
these discourses are streamlined with more interaction among field members. Although
there was interaction among the members, it was about resolving the technical issues like
the space available to send the attached images through the Direct technology or about
understanding how Direct would work with their EHR systems. Evidence of an
assumption among one of the providers, Dr. Holcomb, was reflected during an interview
when he said that “my thought was that … the ICA Direct would actually be available
within the NextGen chart, either by doing some type of a linkage or something like that.”
Using Direct technology was being perceived as “one more” imposition from the
government in addition to the already existing numerous laws that healthcare providers
had to abide by. This was reflected during the conversations when administrators and
providers on several occasions said that there is already too much and that there is
probably more to it than they know of. The promoter (i.e. the state and the TNDirectExt) set goals for themselves in terms of the number of user signups, which
although it sounds motivating given the concreteness of the goal, it is actually perceived
as not really helpful after the user signed up. Another notable observation in the
discourses was the evolution of the concept of “success” by the promoters of Direct
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technology. While initially the promoters sought an integration of Direct into the
provider EHR systems and standard communication of continuity of care documents
(CCDs), with time when the promoters could not get the desired results with respect to
integration of Direct and the CCD referrals, they sought satisfaction in the fact that they
were able to spread the word and awareness about Direct.
Therefore, based on the discourses that came up in this research, I suggest that the
state Office of eHealth initiatives should have been more process oriented by educating
the providers instead of linking the rewards of the promoting organization (TNDirectExt) with meeting the goals in terms of the number of user signups without any
educational or service follow-up. A more useful way of spending federal money might
have been to run an educational campaign of Direct technology and giving certificates
along with money to providers who understood the aim and the use of Direct technology.
While TN-DirectExt did try to educate the providers as much as they could, the focus
always was on meeting the numbers instead of making sure that the providers understood
the utility of Direct. TN-DirectExt might have organized these educational campaigns
through demonstration of the interoperability through Direct that might have helped to
drive home the point that Direct was not “just an email system.” Certificates might have
been issued upon the assessment of successful completion of an educational training.
Such assessments might have been designed by TN-DirectExt and administered by them
through standard tests. In the event of any remaining federal funds, additional incentives
might have been offered for providers or facilities who would start using Direct
technology in a timeframe decided by the state. The providers, on the other hand, were
not sure of some of the communication that was being delivered to them despite the HIT
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specialist from TN-DirectExt explaining about Direct in great detail. There was an
inhibition on their part that was counterproductive to the whole process of the promotion.
The providers or the administrators might have been better off if they had asked concrete
questions about interoperability and meeting meaningful use criteria through Direct.
Limitations and Future Directions
Although this chapter brings to light the discourse of the providers who play a
very big role in healthcare, the research sample does not cover bigger hospitals where
other organizational factors might also be significant in getting a better idea of the
realities of the healthcare field. Also the study was conducted in a restricted geographical
area which may give a limited view of discourses in other parts of the country and
therefore how the healthcare field dynamics work across the country. However, the depth
of the analysis might compensate for the lack of breadth. Like any context in general, in
the given research context also, the discourses that are noticeable are a function of how
powerful each actor is perceived. A future research possibility lies in examining the role
of power on discourses in a field. Some organizations exercise more influence in a field.
The role played by these influential organizations in the evolution of a field might be an
interesting question to explore in future. Some other research possibilities lie in
exploring the factors that underlie the formation of organizational fields and whether
these formations are similar across industries and geographies. Do fields have similar
impacts in the evolution of institutions and institutional logics? Institutional theorists
have argued that over time, organizations become similar through isomorphism.
However, despite isomorphism, no two organizations can be exactly the same. An
important future research question could concern the parameters which organizations are
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likely to copy from other organizations and the various factors that could influence this
selective choice of parameters and resultant quasi-isomorphism. Does the organizational
field play any role in this choice-making process and if so, how?
The discourses that I presented in this chapter indicate that the promotion of
Direct technology may not have yielded the results to the level envisioned by the
ONCHIT in the aftermath of statewide rollout. An evidence of not having the desired
level of results is reflected in several postponements of the deadlines for meeting
meaningful use criteria. While the promoters (i.e., the state and TN-DirectExt) met their
goals and providers played their part, there is a possibility that that actors in the field
were taking a decision route that presented the least impedance and provided maximum
legitimacy. This leads to a broader question whether actors act as agents and seek
maximum benefits to themselves instead of making efforts towards systemic
improvements that are desired of them in their positions. Future research exploring the
link between agency, legitimacy, and institutions might be an interesting endeavor.
Conclusion
In this chapter, the goal was to understand the dynamics in the healthcare field
involved with the introduction of Direct technology. This was accomplished by
presenting various discourses from different members of the healthcare field in the West
Tennessee area. An examination of texts collected from transcribed interviews, news
articles, and various reports led to the emergence of discourses from three categories of
informants in the healthcare field in the given context. With the benefit of hindsight, it
can be said that most care providers were seeking a Direct technology application that
could be integrated with their own EHR. Based on the discourses, a question that arises
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is why the state then invested in the promotion of Direct provided by ICA instead of
educating the utility of Direct technology and its purpose in meeting meaningful use
stage two objectives. These discourses also raise the question of whether the members in
the field were acting to preserve their legitimacy in their environment. Future research
using field discourses might help researchers in understanding the field dynamics in
greater depth and also in using the agency and institutional perspective together to
develop a much better understanding of organizations.
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Chapter 5: General Conclusion
The intention in writing this dissertation was to understand and explain the
process of change which despite being necessary for success (Oreg et al., 2013) is not
very well understood (Burke, 2010). While examining the literature, I found several
theories that can be used to examine change. However, with about 70% of change
projects failing in organizations (Beer & Nohria, 2000; Hammer & Champy, 1993;
Kotter, 2008; Senturia et al., 2008), it seems that the earlier theoretical perspectives have
not comprehensively explained the change process and organizational members have
failed to learn how to bring successful change. Recent research suggests that
organizations learn more from mistakes (Madsen & Desai, 2010). Such learning from
mistakes cannot occur until the organizational actors have made sense of the situation at
hand. Therefore, in this dissertation I take a sensemaking and learning approach along
with the role of problem recognition to explain change process. Questions associated to
the sensemaking approach are raised. For example, how does sensemaking take place in
a given context? What are the various discourses in an organizational field when change
is taking place? These questions are explored through qualitative data collected in the
healthcare context.
In Chapter 2, I look at the organizational change through a sensemaking and
learning perspective to build theory that links the aforementioned with change and
clarifying the nomological relationships between these constructs. By doing so, I seek to
contribute to the conversation by Maitlis and Christianson (2014). To this end, I first
review the literature on sensemaking, learning, and problem recognition and clarify the
difference between sensemaking and learning. The chapter also attempts to integrate and
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understand how various processes of the model in the articles by Crossan et al. (1999)
and Zietsma et al. (2002) map on to the model in this chapter and help us develop a better
understanding of organizational learning (Crossan et al., 2011) to explain change.
Several propositions are made that relate the sensemaking, learning, problem recognition,
and change. With problems recognition added as a construct, the model presented in this
chapter can serve as a foundation to understand the impact of various other factors, such
as power and emotion, on the change process. I delved deeper into the sensemaking part
of the model that I developed in this chapter in the healthcare context.
With the enactment of Health Information Technology for Economic and Clinical
Health Act by the Federal Government, various changes in health information
management are required by the Office of National Coordinator of Health Information
Technology through the meaningful use of electronic health record systems. The
healthcare context provides a very good opportunity to look at the sensemaking
phenomenon as the care providers try and understand these changes. In Chapter 3, I look
at the sensemaking part of the model proposed in Chapter Two. Sensemaking is
understood as a retrospective construction of the events by individuals or collective
entities (Weick, 1995; Weick et al., 2005). As suggested by Maitlis and Christianson
(2014), I follow the narrative analysis approach to observe the sensemaking by healthcare
providers that takes places in healthcare context when the new communication
technology, called Direct technology, for patient information exchange was introduced.
Using Riessman’s (1993) treatise on narratives and following the theory of unit of speech
(Gee, 1985, 1986, 1991), I detect the plots in the conversation that I recorded in the form
of interview transcripts. Through the narratives that I constructed from the interview data
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collected from care providers, I show that among the healthcare providers existed a sense
of hope with the utility of Direct technology but disappointment with the way it was
introduced and supported by the Office of eHealth Initiatives and the state Regional
Extension Center. Although the providers do have a sense of hope towards the
technology as such, they do not think highly of the technology provided by the
Informatics Corporation of America because it does not lead to any improvement in the
organizational processes for information exchange. No new routines evolve. This shows
that while sensemaking is important to understand what organizational actors think about
a change initiative, a change cannot be successful until the initiative is viewed to be
instrumental in letting the routines emerge. This study can serve as a foundation for
future research to explore factors that can contribute to successful evolution of the
routines that lead to better organizational performance.
In Chapter 4, I respond to the research call by Wooten and Hoffman (2008) to
examine the organizational field dynamics and present the healthcare field discourses. I
attempt to categorize the discourses that evolve from the communication streams (Ocasio
et al., 2015) between healthcare providers, the state Office of eHealth Initiatives and state
Regional Extension Center, and CareCo – a physician health organization from West
Tennessee. For this purpose, I analyze qualitative data collected through non-participant
observations, semi-structured interviews, news articles, various reports, and publicly
available federal government documents. By employing an inductive approach, I
generate first order concepts and themes that represent the discourses in the field which is
useful information for practitioners. The emergent discourse among the three categories
suggests that each one of them act in self-interest without sounding so. This opens up the
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possibility of future research that may like to explore a connection from agency behavior
from the organizational actors to propagate their interest in a seemingly legitimate
manner to ultimately building institutions and structures that safeguard the interests of the
actors. This might serve as a starting point for future research in which various factors
that might help or hinder the development of institutions from discourses might be
explored.
Creation of structures alone may not lead to the desired change and therefore it is
important to understand the undercurrents of any change initiative. This dissertation
focused on the change process and helps to understand the reaction of change recipients
or their sensemaking of the change initiative. The principal contribution of this
dissertation is to present the relationships between sensemaking, learning, and change
through a process model and identify the position of problem recognition in the model.
From a theoretical standpoint, it is also important that we understand these relationships
at individual and collective level. Along with the theoretical model that I present, I also
conduct two empirical analysis to construct narratives and healthcare field discourses that
provider useful insights to the practitioners in healthcare field.
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Appendix A: Requirements of Stage 1 Meaningful Use

Requirements for Eligible Professionals

Requirements for Hospitals

15 core objectives

14 core objectives

5 objectives out of 10 from menu set
6 total Clinical Quality Measures (3 core or
alternate core, and 3 out of 38 from
additional set)

5 objectives out of 10 from menu set
15 Clinical Quality Measures

Eligible Professionals - 15 Core Objectives
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.

Computerized provider order entry (CPOE)
E-Prescribing (eRx)
Report ambulatory clinical quality measures to CMS/States
Implement one clinical decision support rule
Provide patients with an electronic copy of their health information, upon request
Provide clinical summaries for patients for each office visit
Drug-drug and drug-allergy interaction checks
Record demographics
Maintain an up-to-date problem list of current and active diagnoses
Maintain active medication list
Maintain active medication allergy list
Record and chart changes in vital signs
Record smoking status for patients 13 years or older
Capability to exchange key clinical information among providers of care and
patient-authorized entities electronically
Protect electronic health information

Hospitals - 14 Core Objectives
1.
2.
3.
4.

Computerized provider order entry (CPOE)
Drug-drug and drug-allergy interaction checks
Record demographics
Implement one clinical decision support rule
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5.
6.
7.
8.
9.
10.
11.

Maintain an up-to-date problem list of current and active diagnoses
Maintain active medication list
Maintain active medication allergy list
Record and chart changes in vital signs
Record smoking status for patients 13 years or older
Report hospital clinical quality measures to CMS or States
Provide patients with an electronic copy of their health information, upon request

12.

Provide patients with an electronic copy of their discharge instructions at time of
discharge, upon request

13.

Capability to exchange key clinical information among providers of care and
patient-authorized entities electronically

14.

Protect electronic health information

Eligible Professionals - 10 Menu Objectives
1.
2.
3.
4.
5.

Drug-formulary checks
Incorporate clinical lab test results as structured data
Generate lists of patients by specific conditions
Send reminders to patients per patient preference for preventive/follow up care
Provide patients with timely electronic access to their health information

6.

Use certified EHR technology to identify patient-specific education resources and
provide to patient, if appropriate

7.

Medication reconciliation

8.

Summary of care record for each transition of care/referrals

9.

Capability to submit electronic data to immunization registries/systems*

10.

Capability to provide electronic syndromic surveillance data to public health
agencies*

* At least 1 public health objective must be selected

Hospitals - 10 Menu Objectives
1.
2.
3.

Drug-formulary checks
Record advanced directives for patients 65 years or older
Incorporate clinical lab test results as structured data
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4.
5.
6.
7.
8.
9.
10.

Generate lists of patients by specific conditions
Use certified EHR technology to identify patient-specific education resources and
provide to patient, if appropriate
Medication reconciliation
Summary of care record for each transition of care/referrals
Capability to submit electronic data to immunization registries/systems*
Capability to provide electronic submission of reportable lab results to public
health agencies*
Capability to provide electronic syndromic surveillance data to public health
agencies*

* At least 1 public health objective must be selected

Eligible Professionals – 3 Core Set Clinical Quality Measures
NQF 0013

Hypertension: Blood Pressure Measurement

NQF 0028

Preventive Care and Screening Measure Pair: a) Tobacco Use
Assessment, b) Tobacco Cessation Intervention

NQF 0421
PQRI 128

Adult Weight Screening and Follow-up

Eligible Professionals – 3 Alternate Core Set Clinical Quality Measures
NQF 0024

Weight Assessment and Counseling for Children and Adolescents

NQF 0041
PQRI 110

Preventive Care and Screening: Influenza Immunization for Patients50
Years Old or Older

NQF 0038

Childhood Immunization Status

Eligible Professionals – 38 Additional Set Clinical Quality Measures
1.
2.
3.
4.
5.

Diabetes: Hemoglobin A1c Poor Control
Diabetes: Low Density Lipoprotein (LDL) Management and Control
Diabetes: Blood Pressure Management
Heart Failure (HF): Angiotensin-Converting Enzyme (ACE) Inhibitor or
Angiotensin Receptor Blocker (ARB) Therapy for Left Ventricular Systolic
Dysfunction (LVSD)
Coronary Artery Disease (CAD): Beta-Blocker Therapy for CAD Patients with
Prior Myocardial Infarction (MI)

6.

Pneumonia Vaccination Status for Older Adults

7.

Breast Cancer Screening
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8.
9.
10.
11.
12.

Colorectal Cancer Screening
Coronary Artery Disease (CAD): Oral Antiplatelet Therapy Prescribed for Patients
with CAD
Heart Failure (HF): Beta-Blocker Therapy for Left Ventricular Systolic
Dysfunction (LVSD)
Anti-depressant medication management: (a) Effective Acute Phase Treatment,
(b)Effective Continuation Phase Treatment

15.

Primary Open Angle Glaucoma (POAG): Optic Nerve Evaluation
Diabetic Retinopathy: Documentation of Presence or Absence of Macular Edema
and Level of Severity of Retinopathy
Diabetic Retinopathy: Communication with the Physician Managing Ongoing
Diabetes Care
Asthma Pharmacologic Therapy

16.

Asthma Assessment

17.

Appropriate Testing for Children with Pharyngitis
Oncology Breast Cancer: Hormonal Therapy for Stage IC-IIIC Estrogen
Receptor/Progesterone Receptor (ER/PR) Positive Breast Cancer

13.
14.

18.
19.
20.
21.

Oncology Colon Cancer: Chemotherapy for Stage III Colon Cancer Patients
Prostate Cancer: Avoidance of Overuse of Bone Scan for Staging Low Risk
Prostate Cancer Patients
Smoking and Tobacco Use Cessation, Medical Assistance: a) Advising Smokers
and Tobacco Users to Quit, b) Discussing Smoking and Tobacco Use Cessation
Medications, c) Discussing Smoking and Tobacco Use Cessation Strategies

22.

Diabetes: Eye Exam

23.

Diabetes: Urine Screening

24.

Diabetes: Foot Exam

25.

Coronary Artery Disease (CAD): Drug Therapy for Lowering LDL-Cholesterol

26.

Heart Failure (HF): Warfarin Therapy Patients with Atrial Fibrillation

27.

Ischemic Vascular Disease (IVD): Blood Pressure Management

28.

Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antithrombotic

29.

Initiation and Engagement of Alcohol and Other Drug Dependence Treatment: a)
Initiation, b) Engagement

30.

Prenatal Care: Screening for Human Immunodeficiency Virus (HIV)

31.

Prenatal Care: Anti-D Immune Globulin

32.

Controlling High Blood Pressure

33.

Cervical Cancer Screening
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34.

Chlamydia Screening for Women

35.

Use of Appropriate Medications for Asthma

36.

Low Back Pain: Use of Imaging Studies

37.

Ischemic Vascular Disease (IVD): Complete Lipid Panel and LDL Control

38.

Diabetes: Hemoglobin A1c Control (<8.0%)

Eligible Hospitals and Critical Access Hospitals - 15 Clinical Quality Measures
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.

Emergency Department Throughput –admitted patients Median time from ED
arrival to ED departure for admitted patients
Emergency Department Throughput –admitted patients –Admission decision time
to ED departure time for admitted patients
Ischemic stroke –Discharge on anti-thrombotics
Ischemic stroke –Anticoagulation for A-fib/flutter
Ischemic stroke –Thrombolytic therapy for patients arriving within 2 hours of
symptom onset
Ischemic or hemorrhagic stroke –Antithrombotic therapy by day 2
Ischemic stroke –Discharge on statins
Ischemic or hemorrhagic stroke –Stroke education
Ischemic or hemorrhagic stroke –Rehabilitation assessment
VTE prophylaxis within 24 hours of arrival
Intensive Care Unit VTE prophylaxis
Anticoagulation overlap therapy
Platelet monitoring on unfractionated heparin
VTE discharge instructions
Incidence of potentially preventable VTE
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Appendix B: Requirements of Stage 2 Meaningful Use

Requirements for Eligible Professionals Requirements for Hospitals
17 core objectives
3 objectives out of 6 from menu
objectives
9 out of 64 Clinical Quality Measures
(CQM 2014 to be put up soon on
www.cms.gov/EHRIncentivePrograms)

16 core objectives

3 out of 6 key health care policy domains

3 out of 6 key health care policy domains

3 objectives out of 6 from menu objectives
16 out of 29 Clinical Quality Measures
(CQM 2014 to be put up soon on
www.cms.gov/EHRIncentivePrograms)

Eligible Professionals - 17 Core Objectives
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.

Use computerized provider order entry (CPOE) for medication, laboratory and
radiology orders
Generate and transmit permissible prescriptions electronically (eRx)
Record demographics
Record and chart changes in vital signs
Record smoking status for patients 13 years or older
Use clinical decision support to improve performance on high-priority health
conditions
Provide patients the ability to view online, download and transmit their health
information
Provide clinical summaries for patients for each office visit
Protect electronic health information created or maintained by the Certified EHR
Technology
Incorporate clinical lab-test results into Certified EHR Technology
Generate lists of patients by specific conditions to use for quality improvement,
reduction of disparities, research, or outreach
Use clinically relevant information to identify patients who should receive
reminders for preventive/follow-up care
Use certified EHR technology to identify patient-specific education resources
Perform medication reconciliation
Provide summary of care record for each transition of care or referral
Submit electronic data to immunization registries

202

17.

Use secure electronic messaging to communicate with patients on relevant health
information

Eligible Hospitals and Critical Access Hospitals - 16 Core Objectives
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Use computerized provider order entry (CPOE) for medication, laboratory and
radiology orders
Record demographic information
Record and chart changes in vital signs
Record smoking status for patients 13 years or older
Use clinical decision support to improve performance on high-priority health
conditions
Provide patients the ability to view online, download and transmit their health
information within 36 hours after discharge
Protect electronic health information created or maintained by the Certified EHR
Technology
Incorporate clinical lab-test results into Certified EHR Technology
Generate lists of patients by specific conditions to use for quality improvement,
reduction of disparities, research, or outreach
Use certified EHR technology to identify patient-specific education resources and
provide those resources to the patient if appropriate

11.

Perform medication reconciliation

12.

Provide summary of care record for each transition of care or referral

13.

Submit electronic data to immunization registries

14.

Submit electronic data on reportable lab results to public health agencies

15.

Submit electronic syndromic surveillance data to public health agencies

16.

Automatically track medications with an electronic medication administration
record (eMAR)

Eligible Professionals – 6 Menu Objectives
1.
2.
3.
4.
5.
6.

Submit electronic syndromic surveillance data to public health agencies
Record electronic notes in patient records
Imaging results accessible through CEHRT
Record patient family health history
Identify and report cancer cases to a State cancer registry
Identify and report specific cases to a specialized registry (other than a cancer
registry)
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Eligible Hospitals and Critical Access Hospitals - 6 Menu Objectives
1.
2.
3.
4.
5.
6.

Record whether a patient 65 years old or older has an advance directive
Record electronic notes in patient records
Imaging results accessible through CEHRT
Record patient family health history
Generate and transmit permissible discharge prescriptions electronically (eRx)
Provide structured electronic lab results to ambulatory providers

Eligible Professionals, Hospitals, and Critical Access Hospitals - Key Health Care
Policy Domains
1.
Patient and Family Engagement
2.
Patient Safety
3.
Care Coordination
4.
Population and Public Health
5.
Efficient Use of Healthcare Resources
6.
Clinical Processes/Effectiveness
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Appendix C: Table of Contents of Title XIII – HITECH of ARRA
(shaded portions are also part of Public Health Service Act)

Subtitle A—Promotion of Health Information Technology
PART 1—IMPROVING HEALTH CARE QUALITY, SAFETY, AND EFFICIENCY
Sec. 13101. ONCHIT; standards development and adoption.

“TITLE XXX—HEALTH INFORMATION TECHNOLOGY AND
QUALITY
“Sec. 3000. Definitions.

“Subtitle A—Promotion of Health Information Technology
“Sec. 3001. Office of the National Coordinator for Health Information Technology.
“Sec. 3002. HIT Policy Committee.
“Sec. 3003. HIT Standards Committee.
“Sec. 3004. Process for adoption of endorsed recommendations; adoption of initial set of
standards, implementation specifications, and certification criteria.
“Sec. 3005. Application and use of adopted standards and implementation specifications by
Federal agencies.
“Sec. 3006. Voluntary application and use of adopted standards and implementation
specifications by private entities.
“Sec. 3007. Federal health information technology.
“Sec. 3008. Transitions.
“Sec. 3009. Miscellaneous provisions.
Sec. 13102. Technical amendment.
PART 2—APPLICATION AND USE OF ADOPTED HEALTH INFORMATION TECHNOLOGY
STANDARDS; REPORTS
Sec. 13111. Coordination of Federal activities with adopted standards and implementation specifications.
Sec. 13112. Application to private entities.
Sec. 13113. Study and reports.

Subtitle B—Testing of Health Information Technology
Sec. 13201. National Institute for Standards and Technology testing.
Sec. 13202. Research and development programs.

Subtitle C—Grants and Loans Funding
Sec. 13301. Grant, loan, and demonstration programs.

“Subtitle B—Incentives for the Use of Health Information Technology
“Sec. 3011. Immediate funding to strengthen the health information technology infrastructure.
“Sec. 3012. Health information technology implementation assistance.
“Sec. 3013. State grants to promote health information technology.
“Sec. 3014. Competitive grants to States and Indian tribes for the development of loan programs
to facilitate the widespread adoption of certified EHR technology.
“Sec. 3015. Demonstration program to integrate information technology into clinical education.
“Sec. 3016. Information technology professionals in health care.
“Sec. 3017. General grant and loan provisions.
Subtitle D
“Sec. 3018. Authorization for appropriations.
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Privacy
Sec. 13400. Definitions.
PART 1—IMPROVED PRIVACY PROVISIONS AND SECURITY PROVISIONS
Sec. 13401. Application of security provisions and penalties to business associates of covered entities;
annual guidance on security provisions.
Sec. 13402. Notification in the case of breach.
Sec. 13403. Education on health information privacy.
Sec. 13404. Application of privacy provisions and penalties to business associates of covered entities.
Sec. 13405. Restrictions on certain disclosures and sales of health information; accounting of certain
protected health information disclosures; access to certain information in electronic format.
Sec. 13406. Conditions on certain contacts as part of health care operations.
Sec. 13407. Temporary breach notification requirement for vendors of personal health records and other
non-HIPAA covered entities.
Sec. 13408. Business associate contracts required for certain entities.
Sec. 13409. Clarification of application of wrongful disclosures criminal penalties.
Sec. 13410. Improved enforcement.
Sec. 13411. Audits.
PART 2—RELATIONSHIP TO OTHER LAWS; REGULATORY REFERENCES; EFFECTIVE DATE;
REPORTS
Sec. 13421. Relationship to other laws.
Sec. 13422. Regulatory references.
Sec. 13423. Effective date.
Sec. 13424. Studies, reports, guidance.
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Appendix D: List of Regional Extension Centers (RECs) and the Grant Recipient
(Source: http://www.healthit.gov/providers-professionals/listing-regional-extension-centers)

State

Regional Extension Center Name

Grant Recipient Name

AK

Alaska eHealth Network

Alaska eHealth Network

AL

Alabama Regional Extension Center

Alabama Regional Extension
Center

AR

HIT Arkansas

Arkansas Foundation for Medical
Care, Inc.

AZ

Arizona Health-e Connection (AzHeC)

Arizona Health e-Connection
(AzHeC)

CA

CalHIPSO (North)

California Regional Extension
Center (North)

CA

CalHIPSO (South)

California Regional Extension
Center (South)

CA

CalOptima Foundation

CalOptima Foundation

CA

HITEC-LA

HITEC-LA

CO

Colorado Regional Extension Center
(CORHIO)

Colorado Regional Health
Information Organization
(CORHIO)

CT

eHealth Connecticut

eHealth Connecticut

DC

eHealth DC

eHealth DC

DC

National Indian Health Board (NIHB)
(serving the nationwide Indian Country,
headquartered in the District of
Columbia)

National Indian Health Board
(NIHB)

DE

Quality Insights of Delaware

Quality Insights of Delaware

FL

Center for the Advancement of Health IT
Community Health Centers
(Rural and North Florida Regional
Alliance, Inc.
Extension Center)

FL

South Florida Regional Extension Center
Collaborative
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Health Choice Network of Florida,
Inc.

State

Regional Extension Center Name

Grant Recipient Name

FL

Central Florida REC

University of Central Florida

FL

PaperFree Florida

PaperFree Florida

GA

Georgia HITREC

Morehouse School of Medicine

HI

Hawaii-Pacific REC (also serving the
Pacific territories of Guam, American
Samoa, and CNMI)

Health Information Exchange

IA

Health Information Technology Regional
IFMC
Extension Center (Iowa HITREC)

IL

Illinois Health Information Technology
Northern Illinois University
Regional Extension Center (IL-HITREC)

IL

Chicago Health Information Technology
Regional Extension Center (CHITREC)

Chicago Health Information
Technology Regional Extension
Center (CHITREC)

IN

Purdue University

Purdue University

KS

Kansas Foundation for Medical Care, Inc. Kansas Foundation for Medical
(KFMC)
Care, Inc. (KFMC)

KY

University of Kentucky Research
Foundation

University of Kentucky Research
Foundation

LA

Louisiana Health Care Quality Forum

Louisiana Health Care Quality
Forum

MA

Massachusetts Technology Park
Corporation

Massachusetts Technology Park
Corporation

MD

Chesapeake Regional Information
System for Our Patients

Chesapeake Regional Information
System for Our Patients

ME

HealthInfoNet

HealthInfoNet

MI

Michigan Center for Effective IT
Adoption (M-CEITA)

Altarum Institute

MN and
ND

Regional Extension Assistance Center for
Health Information Technology
Stratis Health
(REACH)
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State

Regional Extension Center Name

Grant Recipient Name

MO

Missouri HIT Assistance Center

The Curators of the University of
Missouri

MS

Mississippi Regional Extension Center

eQHealth Solutions, Inc.

MT and
WY

Mountain-Pacific Quality Health
Foundation (MPQHF)

Mountain-Pacific Quality Health
Foundation (MPQHF)

NC

University of North Carolina AHEC REC

University of North Carolina
AHEC REC

NE

Wide River Technology Extension Center CIMRO of Nebraska

NH

Regional Extension Center of New
Hampshire

Massachusetts eHealth
Collaborative, Inc.

NJ

New Jersey Institute of Technology
(NJIT)

New Jersey Institute of Technology
(NJIT)

NM

Lovelace Clinic Foundation-LCF
Research

Lovelace Clinic Foundation-LCF
Research

NY

NYC REACH

NYC REACH

NY

New York eHealth Collaborative (NYeC)

New York eHealth Collaborative
(NYeC)

OH, KY,
HealthBridge Tri-State REC
and IN

Greater Cincinnati Health Bridge

OH

Ohio Health Information Partnership
(OHIP)

Ohio Health Information
Partnership (OHIP)

OK

Oklahoma Foundation for Medical
Quality, Inc. (OFMQ)

Oklahoma Foundation for Medical
Quality, Inc. (OFMQ)

OR

Oregon's Health Information Technology
OCHIN, Inc.
Extension Center (O-HITEC)

PA

Quality Insights of Pennsylvania
(Eastern)

Quality Insights of Pennsylvania,
Inc. (Eastern)

PA

Quality Insights of Pennsylvania
(Western)

Quality Insights of Pennsylvania,
Inc. (Western)

PR

Ponce School of Medicine

Ponce School of Medicine
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State

Regional Extension Center Name

Grant Recipient Name

RI

Rhode Island Quality Institute (RIQI)

Rhode Island Quality Institute
(RIQI)

SC

Center for Information Technology
Implementation Assistance in South
Carolina (CITIA-SC)

South Carolina Research
Foundation

SD

healthPOINT

Dakota State University

TN

Qsource

Qsource

TX

North Texas Regional Extension Center

Dallas-Fort Worth Hospital Council
Education and Research Foundation

TX

West Texas Health Information
Technology Regional Extension Center
(WT-HITREC)

Texas Tech University Health
Sciences Center

TX

CentrEast Regional Extension Center
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Appendix E: Consent to Participate in a Research Study (IRB ID # 2707)

Understanding Systems Adoption and Change in a Healthcare Context
WHY ARE YOU BEING INVITED TO TAKE PART IN THIS RESEARCH?
You are being invited to take part in a research study about the use of electronic health
records (EHR) for sharing the information under HIPAA across the users of health
records. You are being invited to take part in this research study because your
organization is involved in the implementation of EHR and/or you are associated /
impacted with this implementation. If you volunteer to take part in this study, you will be
one of about 100 people to do so.
WHO IS DOING THE STUDY?
This study is being carried out by a research team from the Fogelman College of
Business & Economics at the University of Memphis. Members of the research team
include three professors, Brian Janz, John Amis, and Ernie Nichols, and a doctoral
student, Kulraj Singh.

WHAT IS THE PURPOSE OF THIS STUDY?
By doing this study, we hope to learn the unfolding of the change process as demanded
by a government regulation. We want to understand the change dynamics under the
learning processes that occur as an organization, or a group within the organization, or
individuals in the group learn and change.

ARE THERE REASONS WHY YOU SHOULD NOT TAKE PART IN THIS
STUDY?
Individuals under the age of 21 cannot take part in this research project.
WHERE IS THE STUDY GOING TO TAKE PLACE AND HOW LONG WILL IT
LAST?
The research procedures will be conducted at a time and place determined by you (the
subject). You will need to come to the place chosen by you once during the study. Each
of those visits will take about 60 – 120 minutes. The maximum amount of time you will
be asked to volunteer for this study is 4 hours over the next 2 years.

WHAT WILL YOU BE ASKED TO DO?
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You will be asked questions about the change from paper record maintenance to
Electronic Health Record maintenance as part of the implementation of the Direct
project. If you will agree, the interview may be audiotaped to ease data collection.
Following transcription, a copy will be sent to you for review. Future meetings are
subject to your willingness and the need to meet based on emergent themes from the
collected data. As part of this research, we are trying to understand the dynamics
underlying the change process.

WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?
To the best of our knowledge, the things you will be doing have no more risk of harm
than you would experience in everyday life.
WILL YOU BENEFIT FROM TAKING PART IN THIS STUDY?
There is no guarantee that you will get any benefit from taking part in this study.
However, some people have had positive experiences in being asked about their opinions
on the change process. Your willingness to take part, however, may, in the future, help
society as a whole better understand this research topic.
DO YOU HAVE TO TAKE PART IN THE STUDY?
If you decide to take part in the study, it should be because you really want to volunteer.
You will not lose any benefits or rights you would normally have if you choose not to
volunteer. You can stop at any time during the study and still keep the benefits and rights
you had before volunteering. If you decide not to take part in this study, your decision
will have no effect on the quality of care, services, etc., you receive.

IF YOU DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE OTHER
CHOICES?
If you do not want to be in the study, there are no other choices except not to take part in
the study.

WHAT WILL IT COST YOU TO PARTICIPATE?
There are no costs associated with taking part in the study.

WILL YOU RECEIVE ANY REWARDS FOR TAKING PART IN THIS STUDY?
You will not receive any rewards or payment for taking part in the study.
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WHO WILL SEE THE INFORMATION THAT YOU GIVE?
We will make every effort to keep private all research records that identify you to the
extent allowed by law.
Your information will be combined with information from other people taking part in the
study. When we write about the study to share it with other researchers, we will write
about the combined information we have gathered. You will not be personally identified
in these written materials. We may publish the results of this study; however, we will
keep your name and other identifying information private.

CAN YOUR TAKING PART IN THE STUDY END EARLY?
If you decide to take part in the study you still have the right to decide at any time that
you no longer want to continue. You will not be treated differently if you decide to stop
taking part in the study.
The individuals conducting the study may need to withdraw you from the study. This
may occur if you are not able to follow the directions they give you, if they find that your
being in the study is more risk than benefit to you, or if the agency funding the study
decides to stop the study early for a variety of scientific reasons.

WHAT IF YOU HAVE QUESTIONS, SUGGESTIONS, CONCERNS, OR
COMPLAINTS?

Before you decide whether to accept this invitation to take part in the study, please ask
any questions that might come to mind now. Later, if you have questions, suggestions,
concerns, or complaints about the study, you can contact Dr. Brian Janz at 901-678-5526.
If you have any questions about your rights as a volunteer in this research, contact the
Institutional Review Board staff at the University of Memphis at 901-678-3074. We will
give you a signed copy of this consent form to take with you.

What happens to my privacy if I am interviewed?
Any information that you provide in this interview will only be used in aggregate form
with other data collected as part of this study. Your confidentiality will be protected
throughout, to the limits allowed by law, with only the research team having access to
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your personal data. All electronic data will be protected in a secure, online database. Hard
copies of data will be kept in a locked filing cabinet in a locked office. You will not be
identified in any presentation or publication that emerges as a consequence of this work.
The identity of your organization will be similarly protected. We will make every effort
to prevent anyone who is not on the research team from knowing that you gave us
information, or what that information is. Transcripts of the interviews will also be coded
so that your identity is known only by the research team. For any publication, we will use
the pseudonyms. All electronic and hard data will be destroyed at the culmination of the
research project.
We very much appreciate your participation.
Participant’s statement:
By signing this form, I confirm that I fully understand the information above, that I am
over 18 years of age, and that my participation is entirely voluntary.

_________________________________________
Signature of person agreeing to take part in the study

____________
Date

_________________________________________
Printed name of person agreeing to take part in the study

_________________________________________
Name of [authorized] person obtaining informed consent
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____________
Date

Appendix F: Protocol for semi-structured interviews
Research about Patient Record Sharing Technology adoption in the facility
Research Objective: To develop theoretical and practical understanding of how a
change related to the adoption of new technology gets implemented in health care
context.
Benefit to Family Healthcare: An investigative report by an independent research team
on the process of adoption of change at Family Healthcare. The deliverables include –
1. PowerPoint presentation
2. Written Report (with a practical emphasis)
Both of the deliverables will be geared towards an analysis of the various organizational,
individual, and contextual factors that are inhibiting adoption of technologies (with
specific focus on Direct eShare technology) at the medical center. The research will also
yield practical insights and suggestions for implementation of a change at Family
Healthcare.
Benefits to the Researcher: Theory development about change through the perspective
of learning, sensemaking, and problem recognition that will lead to the award of a PhD in
Management.
Contribution from Family Healthcare: Permission for collecting qualitative data in
various forms, for example, interviewing personnel at Family Healthcare who are
involved with the adoption of EHR and Direct messaging service, accessing minutes of
meetings related to EHR Direct technology adoption, accessing reports and publicly
available information of Family Healthcare. It will be helpful if the researcher is granted
a permission to make observations in the medical facilities in Family Healthcare.
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Promise of confidentiality: All data will be kept confidential. Even for academic
presentations, pseudonyms will be used for all interviewed personnel as well as for the
organization. Identity of Family Healthcare and any other data source will be not be
revealed.
Who will be interviewed: Based on the advice from the Director, the researcher will
start interviewing personnel who are associated with EHR adoption decision and activity.
The snowball sampling strategy will be used wherein based on the conversation and
suggestions of the interviewees, further interviews will be sought.
What will be asked during interviews: The conversation during interviews will be
around the adoption of Direct messaging service. More details can be found in interview
guide document.
Other contribution from Family Healthcare: Interviewees will be requested to share
their experiences before, during, and immediately after the interviews. Interview
transcript will also be shared with the interviewees and their feedback will be sought.
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Interview Guide
Initial Introduction –
1. Explain the purpose of this research. Understanding Health Choice, the network
in which it operates. The use of Direct technology at Health Choice and its
network partners, its clients. I come with theory but that alone is NOT enough and
therefore I want to learn from you about how learning and sensemaking occurs in
the REAL WORLD, in this case in the healthcare context.
2. This study is being conducted independently by me along with Dr. Brian Janz and
Dr. Sandra Richardson of the University of Memphis. I had spoken to Diana
Spicer and Dr. Leftwich and a few members of Qsource as well.
3. I have planned to talk to you today for about 60-90 minutes and if at any time you
feel that you want to discontinue or pause and continue with this talk on a later
day that is fine with me.
4. You may choose to not answer any question that you do not want to.
5. As we go on, I might note certain things in my diary that I think might be
important for later on.
Handing over the consent form, asking to record the session after the informant signs
the sheet and then saying what is the date, and time right now.
Understanding the informant and Health Choice Context
1. Can you please tell me a bit about yourself and about your career briefly?
2. Can you tell me about your relationship with Health Choice?
3. Before the implementation of Direct messaging technology, were there issues or
problems that you perceived with the existing information exchange
infrastructure? Can you give me some examples?
4. Can I get access to some documents pertaining to what Health Choice does and
anything relating to the implementation of Direct at Health Choice?
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5. Have you observed any instance where problems faced in the past impacted the
action or attitude or response of the organizational members on future decisions?
Can you give me some examples? (May ask this only if there is time)
Sensemaking related to Implementation of Direct HIE
6. I want to ask you a general question. Can you tell me about your personal interest
in technology to do things in new ways? If you could provide me some examples
from your work and non-work life. (For control and for the link from “previous
experiences”  “selective attention”)
7. Think back to the time before you started using the Direct system for Health
Information Exchange. Please tell me how you first came to know about the usage
of this new messaging technology. (Communication of change & interruption of
routines)
8. What were your initial reactions when you first heard/thought of the
implementation of Direct at Health Choice? (Interruption & Arousal)
9. Do you remember anything of particular note or interest that your colleagues or
superiors felt or said about the Direct technology before it was introduced?
(Arousal, Previous Experiences, Collective Sensemaking)
10. Did any government regulation(s) affect your decision making when you were
considering the adoption of Direct technology? (To be asked only to top
managers)
11. What were some of the particular things that grabbed your attention when you
first came face-to-face with Direct technology? Looking back at your
implementation of Direct technology, was there something that you did not focus
on that you now think you should have. (Selective Attention)
12. Did any conversation or feedback from your colleagues or superiors in the
organization help you understand the adoption of Direct technology? What are
some examples? Any particular stories or jokes etc. I am not looking for specific
names here. (Collective Sensemaking  Individual Sensemaking)
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13. Please elaborate on some of the potential factors that may have helped you in
understanding the Direct HIE system. Was there anything from the past or
something from your immediate environment that might have helped you?
(Individual Sensemaking)
Problems/issues related to implementation of Direct HIE
14. Of course, no new system implementation effort goes as smoothly as planned.
With regard to the implementation process of Direct, what things might you
describe as impediments during the implementation effort? Something at the
technical level, or at the organizational level, or anything else. (Problem
recognition, various problems)
Development of response repertoire and learning
15. If you compare the periods before and after the implementation of Direct
technology, do you see any difference in your workflow? With reference to
problems that you mentioned above, how were they tackled? (Problem solving &
change in response set i.e. evidence of learning)
16. When any new technology is implemented, new ways of doing things or what we
call ‘routines’ emerge. Can you share your thoughts about the new ‘routines’ that
have evolved with the implementation of this new Direct messaging technology?
(Evolution of response repertoire and detail of learning)
17. What the different ways in which these routines have impacted you and your
work at Health Choice? (Individual Learning)
18. Please share some of advantages and disadvantages of this new technology. It will
be great if you can provide some specific examples. (Individual Learning)
What could have been done better and recommendation for future interviews?
19. In hindsight, is there something that you or Qsource could have done differently
to help the process of implementation? (Experience from this that can help in
sensemaking for future)
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20. Who are other people who used Direct messaging or are familiar with Direct? It
will be really helpful to get their perspective and I am not looking for people at
top level only.
21. What other key people in the organization might be able to provide
information/perspectives about this technology?
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